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< Sova first physician to describe the association of 
endocardial fibrosis and eosinophilia as a clinical 
entity was Léffler? in 1936. The similarity of this 
disease to constrictive pericarditis was noted, and it 
was postulated that in both entities the clinical picture 
results from restriction of diastolic filling by a thick 
fibrous plate; it makes little difference whether the 
thickened plate consists of pericardium or endocar- 
dium. 

Loffler considered the entity that he described to be 
a manifestation of the rheumatic state, as did 
Mumme? and Berblinger,* who have reported cases 
in which there was thought to be “rheumatic involve- 
ment of valve leaflets.” Berblinger* reviewed the 
literature in 1948, and found only 10 cases of this 
entity. Bedford and Konstan,* however, had pointed 
out in 1946 that a similar condition is a common 
cause of death in Africa. Since that time, several 
authors** have described series of cases occurring in 
Africans, or in Europeans living in Africa, in which 
the clinical course was characterized by relentlessly 
progressive, unexplained congestive heart failure, 
sometimes associated with eosinophilia. Histologic ex- 
amination of the heart in these cases showed necrosis 
of the myocardium and endocardium, together with 
marked endocardial thickening. 

Becker, Chatgidakis and van Lingen® reported a 
series of 40 cases from South Africa in which eosino- 
philia was not a prominent feature. These authors 
conducted histochemical analyses, which gave evi- 
dence interpreted as supporting the concept that this 
entity should be classified as a “diffuse collagen 
disease.” 

A review of the American literature has revealed 
only 1 description of endocardial fibrosis associated 
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with eosinophilia.* However, the recent report of 
Thomas and his associates? has suggested that the 
fetal type of subendocardial fibroelastosis may occa- 
sionally persist in the adult. These authors presented 
20 cases from the files of the Massachusetts General 
Hospital in which the clinical course was similar to 
that of the disease as described in Africa but in which 
there was no eosinophilia and no necrosis of the sub- 
endocardial fibroelastic tissue. 

Although fibrosis of the endocardium may be 
caused by a variety of pathologic processes, each 
results in restriction of diastolic filling, and as Léffler* 
has pointed out, the clinical manifestations do not 
differ significantly from those of constrictive peri- 
carditis. 

The following case is considered to be of interest 
because of the unusual opportunity for long-term ob- 
servation of the patient, and because of the avail- 
ability of physiologic data obtained by cardiac cath- 
eterization. 


Case Report 


A 35-year-old truck driver first entered a Veterans Ad- 
ministration hospital in May, 1948. At that time he com- 
plained of nausea, vomiting, abdominal cramps and severe 
weakness, all of 24 hours’ duration. He stated that 1 
week before the onset of his symptoms, he had been treated 
by his physician for an abscess on the right foot. 

He had served in the Army for 4 years, during which he 
had been stationed in the South Pacific. He had suffered 
from recurrent malaria, but otherwise had been perfectly 
healthy before the. present illness. 

Physical examination revealed a well developed, well 
nourished man, who appeared pale and acutely ill. Exami- 
nation of the chest, heart and abdomen showed no ab- 
normality, 

The temperature was 101°F., the pulse 90, and the 
respirations 22. The blood pressure was 100/75. 

Urinalysis was negative. Examination of the blood showed 
a red-cell count of 4,830,000 and a white-cell count of 
16,8000, with 83 per cent neutrophils and 17 per cent 
lymphocytes. The sedimentation rate was 25 mm. in 1 
hour. The blood Kahn test was negative. Several stool 
and blood cultures yielded no growth of pathogenic organ- 
isms. 

After the Ist few days in the hospital the nausea and 
vomiting ceased, but the weakness, fever and leukocytosis 
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remained. Agglutination tests for brucellosis, hoid fever 
and tularemia were negative, as were skin tests for tubercu- 
losis and trichinosis. Examination of biopsies of skin, muscle 
and a small axillary node yielded no diagnostic information. 

During the 3d week of illness an eosinophil count of 56 
per cent was demonstrated, and throughout the Ist period 
of hospitalization (lasting for 6 months) the white-cell 
count ranged between 18,000 and 33,000, and the differ- 
ential count showed eosinophils varying between 55 and 


Ficure 1. Posteroanterior View of the Chest, Showing 
Slight Cardiac Enlargement. 


65 per cent. The red-cell count and sedimentation rate 
remained within normal limits. 

After 1 month in the hospital, the patient complained of 
vague joint pains and severe weakness. The pulse rate 
increased to 100, and the temperature rose each after- 
noon, occasionally as high as 102°F. 

During the 3d month, mild dyspnea and minimal ankle 
edema were noted. The pulse rate had risen to 124, and 
the blood pressure was 90/75. At this time a Grade 3 blow- 
ing systolic murmur was heard along the left sternal border. 
Two weeks later, the patient awoke at 2 a.m. suffering 
from an episode of dyspnea, coughing and severe orthopnea. 
Examination revealed an enlarged, pulsating liver, with 
physical signs of abdominal fluid. He was digitalized and 
salt was restricted, and for a while, he felt better. How- 
ever, the pulse remained weak and irregular; the pulse 
pressure was narrow, and the liver remained enlarged. 

During the next 3 years, the patient was allowed to be 
home for short periods but repeatedly returned to the hos- 
pital because of relentlessly progressive congestive heart 
failure, which did not respond to the usual cardiac medi- 
cations. After the Ist year of observation, the low-grade 
fever and eosinophilia disappeared. 

In June, 1951, on readmission to the hospital physical 
examination disclosed an extremely weak, emaciated man, 
who was dyspneic at rest, orthopneic and jaundiced. His 
face was “pinched” in appearance, and his lips were slight- 
ly cyanotic. There was evidence of marked jugular pulsa- 
tion. Examination of the chest gave evidence of bilateral 
hydrothorax. The heart was slightly enlarged to percussion. 
Heart sounds were faint. Rhythm was irregularly irregular. 
One observer noted a “protodiastolic murmur.” The pulse 
could not be palpated during inspiration. The liver was 
enlarged, smooth and tender, and pulsated. The venous 
pressure was equivalent to 300 mm. of saline solution. 
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The pulse was 120, and the blood pressure 100/80. 

Exploratory thoracotomy was performed on f) une 25 by 
Dr. Robert K. Brown, with a presumptive diagnosis of 
constrictive pericarditis, There was a minimal amount of 
pericardial fluid, and no evidence of pericarditis. 

ere was a short period of clinical improvement after 
operation, but the course soon reverted to one of relentless- 
ly increasing right-sided heart failure. Despite attempts to 
control the ascites with exchange resins, weekly paracentesis 
was required. During the last week of life, the patient be- 
came comatose, and he died on January 15, 1952. 

X-ray examination during the Ist 2 years in the hos- 
pital showed no striking abnormality. During the last 
year of observation, the heart demonstrated generalized 
chamber enlargement (Fig. 1). 

Serial electrocardiograms indicated atrial fibrillation and 
nonspecific T-wave changes (Fig. 2). Dr. Myron Prinzmetal, 
who reviewed these tracings, pointed out that although 
there was extensive fibrosis of the subendocardium, the elec- 
trocardiogram showed normal QRS complexes. This find- 
ing tended to support Dr. Prinzmetal’s opinion that the 
subendocardium is elect di hically “silent.” 
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Ficure 2. Serial Electrocardiograms. 


The pressure tracing from the right atrium revealed a 
plateau throughout most of the cardiac cycle with a level 
of 32 mm, of mercury (Fig. 3). There was but a single 
downward deflection during the cardiac cycle, and this 
occurred at the time of the opening of the tricuspid valve, 
coinciding exactly with the early diastolic dip of the pres- 
sure contour of the right ventricle. The pressure level at 
the nadir of the dip was 27 mm. of mercury. The tracing 
from the right ventricle was strikingly abnormal (Fig. 4). 
The systolic pressure was but slightly elevated, being 39 mm. 
of mercury. There was an early diastolic dip to a level of 
27 mm., followed by an abrupt rise to a high diastolic 
plateau of 32 mm. The pressure contour and levels dur- 
ing diastole were identical in the atrium and ventricle. The 
systolic pressure within the pulmonary artery was only 
slightly elevated, and the contour revealed a low pulse 
pressure. The pulmonary-artery pressure was 35/30 mm. 
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of mercury. This could be accounted for entirely on the 
basis of the elevation of the pressure in the left atrium. The 
mean “pulmonary capillary” pressure, a reflection of the 
pressure in the left atrium, was 25 mm. of mercury. Thus, 
there was no increase in the gradient of pressure from the 
pulmonary artery to the left atrium. The ratio of end- 
diastolic to systolic pressure in the right ventricle was 
markedly elevated, being 2:3. 

Except for chronic passive congestion of the liver, spleen, 
and kidneys, the significant findings at autopsy were con- 
fined to the heart, which weighed 470 gm. There were 
numerous areas of roughening of the epicardial surface 
(probably caused by recent pericardotomy since the coronary 
vessels were patent and showed no abnormality). The 
endocardium was grayish white and fibrous, and measured 
up to 8 mm. in thickness. It composed nearly half the 
wall of each ventricle. The papillary muscles were bound 
down and shrunken into the dense, fibrous endocardium 
(Fig. 5). The tricuspid valve was normal, measuring 12 
cm. in circumference, and the chordae tendineae were 


Figure 3. Tracing of Pressure from Right Atrium. 


shortened, The pulmonic valve was not remarkable. Three 
centimeters below the pulmonic valve was a firm, fibrous 
endocardial ring having an orifice of 1.5 cm., and giving 
the appearance of a constricted “second pulmonic valve” 
(Fig. 6). The mitral valve showed no abnormality. The 
aortic valve was thickened, and the lateral and posterior 
cusps were fused at the commissure, giving the appearance 
of a bicuspid valve. Organized thrombi were attached to 
both ventricular walls. No major areas of myocardial 
fibrosis were visible on gross examination. The proximal 
aorta and coronary ostia showed no abnormality. 

On microscopical examination the endocardium of each 
ventricle was found to be markedly thickened (Fig. 7). 
It was composed of roughly parallel bundles of collagen 
fibers, which in each ventricle merged intimately into well 
organized mural thrombi. The hyalinized mass contained 
fibrin and scattered erythrocytes. There were, in some 
areas, patches of fibroelastosis and, in others, thick bands 
of collagenous fibrous tissue (Fig. 8), lacking elastic fibers 
or containing fibers that were fragmented and distorted. 
Many of the thebesian vessels (Fig. 9) were widely dilated, 
giving the appearance of varicosities. In numerous sections, 
subendocardial fibrosis was visible, and areas of fibrosis 
were scattered throughout the myocardium (Fig. 10). The 
exact extent of scarring was difficult to estimate. The papil- 
lary muscles appeared generally destroyed or replaced by 
fibrous scarring. 
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Discussion 


Grossly, the degree of endocardial fibrosis in this 
case appeared equal to, if not more profound than, 
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Ficure 4. Tracing of Pressure from Right Ventricle. 


that in the previously reported cases, particularly 
those of Thomas and his co-workers® and Davies.° 
The microscopical lesion presented features described 
by both groups. Although there were patchy areas 


of fibroelastosis, thick bands of collagenous fibrous 
tissue, lacking elastic fibers, were even more prom- 
inent. 

The pathological features, summarized briefly, were 
those of extensive productive fibrosis of the endocar- 
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Ficure 5. Section through the Left Ventricle. 
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dium, with destruction of endothelium and oblitera- 
tion of the papillary muscles. The entire inner struc- 
ture of the heart was replaced by a thick, leathery 
layer of collagenous fibrous tissue overlaid in many 
areas by mural thrombi of various ages. Contraction 
and organization of this tissue had resulted in a rigid, 
immobile cavity of constant size, and in obstruction 


of the thebesian veins, which normally would have 
drained into it. There was also myocardial fibrosis. 
Occasionally, patches of elastosis suggested that fibro- 
elastosis had been a part of this process. 

A review of the histologic changes in previously 
reported cases indicates that there may be several 
types of endocardial fibrosis.°"*"* Josserand and 
Gallavardin,’® in 1901, described 2 cases of marked 
endocardial thickening associated with interstitial 
myocarditis. One of these patients had tuberculosis, 
and the authors suggested that the observed changes 
might be associated with this disease. However, no 
infectious agent has been conclusively demonstrated 
to be consistently associated with the development of 
massive endocardial fibrosis. 

Levy and Rousselot’! reported 3 cases of endo- 
cardial fibrosis associated with myocardial hyper- 
trophy together with a peculiar hydropic degeneration 
of the cardiac muscle fibers. Smith and Furth’? noted 
similar findings in 3 patients who gave histories of 
dietary deficiency. It was suggested that the appear- 
ance of the degenerated muscle fibers was similar to 
that described by Dock’ in cases of beriberi heart 
disease. Several of the cases reported from East Africa 
may also have been associated with vitamin defi- 
ciency.” However, Gray’ has presented 2 cases ob- 
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served in Europeans living in Africa who were known 
to have had adequate diets. In the case reported 
above there was neither evidence of a deficient diet 
nor hydropic degeneration of myocardial fibers. 
Léfflert and others”? who have studied the entity, 
in which eosinophilia is a prominent feature, have 
also noted an association of rheumatic abnormalities. 
This concept of rheumatic etiology is also supported 
by the histochemical examinations of Becker and his 
co-workers.® The aortic valve was thickened in the 
case presented above, but there was no microscopical 
evidence that the lesion was rheumatic in origin. 
The report of Thomas and his co-workers? indicates 
that fetal fibroelastosis may occasionally persist in the 
adult. These authors compared their own autopsy 
material with that of some of the cases reported from 


Figure 7. Microscopical Section (X21), Showing Marked 
Endocardial Thickening and Overlying Thrombus. 


Africa and stated that the two groups of cases rep- 
resented different entities, in that the African cases 
showed marked necrosis of the endocardium whereas 
their own cases showed primarily fibroelastic prolifera- 
tion. The case reported above was peculiar in that 
the endocardium contained areas similar to those 
described by each group. 

Of the cases previously reported, the case presented 
above most resembles those of L6éffler' and Gray.’ 
However, we can add little to the knowledge concern- 
ing the obscure etiology of this condition, except to 
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emphasize previous observations that endocardial 
fibrosis may occur with several histologic patterns. 
The similarity between the clinical findings in re- 
strictive endocarditis and constrictive pericarditis is 
emphasized by the fact that in this case, as well as in 
that presented by McKusick and Cochran,’ and in 
Case 14 of those reported from the files of the Massa- 
chusetts General Hospital,® the patient underwent 
pericardotomy with a presumptive diagnosis of con- 
strictive pericarditis. 
_ The characteristic features of the pressure tracings 
in patients with constrictive pericarditis have been 
thoroughly and adequately described.1*?? The early 
diastolic dip in the pressure curve from the right 
ventricle rapidly followed by an abrupt rise to a high 
plateau was once considered to be diagnostic of con- 
strictive pericarditis.** However, it was soon realized 
that this contour of the tracing, although characteris- 
tic, is not specific. Hansen et al.’’ and, more recently, 
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Figure 8. Van Gieson Stain (X60), Showing an Area of 
l'ibroelastic Proliferation and Several Other Areas with Frag- 
mentation and Distortion of Elastic Fibrils. 


other observers*®**4?° have pointed out that these 
features are observed in the pressure tracings of 
patients with failure of the right ventricle and myo- 
cardial fibrosis. McCord and Blount*? noted similar 
findings in the pressure tracings of patients with or- 
ganic tricuspid insufficiency. 

Burwell and Robin* stated that there are no 
pathognomonic findings in the pressure tracings from 
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the right atrium and right ventricle in patients with 
constrictive pericarditis. They described several pa- 
tients with characteristic clinical findings and pressure 
curves of constrictive pericarditis. However, on ex- 
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Figure 9. Section through the Myocardium (X21), Show- 
ing Striking Dilatation of the Thebesian Vessels. 


ploration the pericardium was found to be normal, 
and evidence of myocardial fibrosis was demonstrated. 

Clinical findings suggestive of constrictive peri- 
carditis have also been described in patients with 
primary systemic amyloidosis.** Hetzel, Wood and 
Burchell’® presented pressure tracings from the right 
side of the heart in a patient with primary systemic 
amyloidosis revealing the characteristic features of 
patients with constrictive pericarditis. In this disease 
the individual muscle fibers are encased by the dif- 
fuse deposition of amyloid, producing atrophic and 
degenerative changes in the muscle fibers. 

Although the pulse contours from the right side of 
the heart in patients with myocardial fibrosis and in- 
filtrates may portray the typical features of the trac- 
ings from patients with constrictive pericarditis, they 
have not, in the available published patterns, demon- 
strated the marked derangement of the latter. 

‘To our knowledge, no pressure contours from the 
right side of the heart in patients with marked endo- 
cardial fibrosis or restrictive endocarditis have been 
published. However, both McKusick and Cochran” 
and Burwell and Robin,** in discussions of this sub- 
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ject, have anticipated that when such contours are ob- 
tained, they may well reveal the characteristic features 
of tracings from patients with constrictive pericarditis. 

The case presented above reveals the typical clini- 
cal findings of constrictive pericarditis, and the pres- 
sure patterns obtained from the right side of the 
heart are also considered to be highly characteristic. 
However, autopsy disclosed a normal pericardium, 
slightly patchy fibrosis of the myocardium and marked 


Ficure 10. Section through the Myocardium, Showing 
Fibrosis. 


endocardial fibrosis diffusely involving both ventricles. 
The atria were not involved. 

Yu and his associates** emphasized the significance 
of the ratio between the end-diastolic and_ systolic 
pressures from the right ventricle and stated that, in 
their experience, this ratio had not exceeded 1:3 in 
conditions other than constrictive pericarditis. The 
ratio in the patient described above was at least 2:3 
—a ratio that to our knowledge exceeds that in any 
published case of constrictive pericarditis. 

The pulse contours from the right side of the heart 
obtained in this patient are also of interest in evalua- 
tion of the importance of constriction of the atria 
in the pressure curves from patients with constrictive 
pericarditis. Isaacs, Carter and Haller,*® by experi- 
mentally producing and studying localized and gen- 
eralized pericardial lesions, concluded that constric- 
tion of the atria is rarely, if ever, of primary impor- 
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tance in constrictive pericarditis. The hemodynamic 
changes in this patient were as severe as any observed 
in constrictive pericarditis; yet the atria were entirely 
free of involvement, thus supporting the impression 
obtained from the experiments of these authors. 

The elevated capillary pressure, reflecting increased 
pressure in the left atrium, suggests that the left ven- 
tricle was equally involved. This is in accord with the 
observation at autopsy that the subendocardial fibrosis 
extended throughout both ventricles. 

The basic defect responsible for the altered hemo- 
dynamic pattern in this patient was the restriction of 
the ventricles and was similar in effect to the con- 
striction of the ventricles in patients with constrictive 
pericarditis. This particular lesion involving the endo- 
cardium might be expected also to have affected the 
myocardium for the same reasons that the thickened 
pericardium involves the myocardium. The endo- 
cardial lesion, however, might well further have 
affected the myocardium because of the occlusion of 
the thebesian vessels. The extent of the involvement 
in this case was demonstrated by the dilatation of 
these vessels observed in the microscopical sections 
(Fig. 9). Thus, myocardial fibrosis also contributed 
to the production of the pathologic physiology—a 
factor that has been stressed by other authors dis- 
cussing patients with constrictive pericarditis.** 

Systolic ejection was impaired, and the stroke 
volume was decreased in this patient because of the 
restriction of the greatly thickened endocardium and 
myocardial fibrosis. ‘The endocardial involvement also 
prevented diastolic relaxation of the ventricles, and 
greatly impeded diastolic filling. The decrease in 
cardiac output and the impairment of diastolic filling 
were responsible for the pathologic physiology in this 
patient with subendocardial fibrosis. It is considered 
that any process preventing diastolic relaxation of the 
ventricles and resulting in marked impairment of 
systolic ejection, thus decreasing cardiac output, will 
produce characteristic pressure patterns in the right 
atrium and ventricle. It is also apparent that such 
findings occur regardless of whether the primary 
defect involves the pericardium, the myocardium or 
the endocardium. 


SUMMARY AND CONCLUSIONS 


A case of endocardial fibrosis with associated eosin- 
ophilia is presented, and the pathological features 
are discussed. 

Pressure patterns from the right side of the heart, 
which are described for the first time in this entity, 
are similar in all respects to those observed by many 
authors in patients with constrictive pericarditis. This 
finding supports the concept that similar pathophysio- 
logic changes result from impairment of systolic ejec- 
tion and restriction of diastolic filling of the ventricle 
regardless of whether the primary disease involves the 
pericardium, the myocardium or the endocardium. 
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PREVENTION OF POSTOPERATIVE HEMATOMA BY THE USE 
OF THE COMPRESSION SUTURE* 


Raprorp C. Tanzer, M.D.+ 


HANOVER, NEW HAMPSHIRE 


hematoma, a complication apt 
to occur in wounds of more mobile areas or in 
fields requiring the undermining of covering struc- 
tures, can be minimized by attention to the all-impor- 
tant factors of hemostasis and the elimination of dead 
space. The latter can be controlled in most cases by 
the observation of well tried principles; layer-to-layer 
closure; imbrication of layers; filling of dead space 
by rotated muscle or skin-fat flaps from adjacent 
borders; introduction of space- -filling materials such 
as bone, cartilage and inorganic substances; and use 
of pressure dressings combined with immobilization. 

Occasionally, however, one encounters situations in 
which conventional methods of closure and dressing 
fail. The problem usually involves a search for some 
way in which the covering integument, composed of 
either the sutured margins of the operative wound or 
a flap of skin and subcutaneous tissue advanced or 
rotated into the wound, can be made to adhere ef- 
fectively to the floor of a concave defect. To solve 
this problem a type of dressing termed the compres- 
sion suture has been employed for several years; this 


*Presented at the annual meeting of the New En gatas Surgical So- 
ciety, Bretton Woods, New Hampshire, September 1 


¢Assistant professor of plastic surgery, Dartmouth Medical School; 
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inic. 


technic is applicable in any anatomic region where 
one finds two parallel epithelial surfaces such as the 


Ficure 1. Drawing, Showing the sedis Suture in 
Position in Case 1 


hand, ear, cheek, lips, anterior wall of axilla or 
scrotum. It consists of a mattress suture of silk, in- 
corporating a large button in its loop, carried on 
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straight needles through the covering integument and 
through the base of the wound, emerging from the 
- opposite epithelial surface and being tied, after care- 
ful packing of the depression with fluffed gauze, over 
a second button to bring pressure to bear on the 


Figure 2. Drawing, Showing the Closed Incision, with 
Drain and Gauze in Place (Case 1). 


central portion of the concavity, where hematoma is 
apt to start. Several cases are reported to demon- 
strate its use. 


PREVENTION OF DupuyTREN’s CONTRACTURE 


Case 1. A 54-year-old janitor presented the typical 
plaques and bands of Dupuytren’s contracture involving 


Figure 3. Drawing, Showing Completion of Suture, with 
Compression (Case 1). 


the ring and little fingers of the right hand in addition to 
minor dimpling of the left palm. 

The usual treatment, consisting of radical resection of 
the palmar aponeurosis, creates in the palm a pocket in 
which hematoma is likely to develop. The conventional 
elastic-bandage dressing tends to narrow the carpal arch 
and deepen the palmar cup, making the pooling of blood 
more probable. 
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To prevent this untoward event the following technic 
was employed. Through a double palmar incision (Fig. 1) 
the palmar aponeurosis, including the intertendinous slips, 
was completely excised, and the proximal incision sutured. 
Before the distal incision was closed, a compression suture 
of No. 000 silk, double armed on straight needles and in- 
corporating a button in its loop, was passed under direct 
vision through the palmar skin and through the 2d and 
4th intermetacarpal spaces, avoiding the neurovascular 
bundles that could be visualized but staying far enough 
distalward to avoid the motor branch of the ulnar nerve. 
The last incision was then closed, a small drain brought 
out through the ulnar angle, and fluffed gauze packed in 
and around the silk loop (Fig. 2). The suture was passed 
through a 2d button on the dorsum of the hand, packed 
and tied to afford snug pressure in the cup of the palm 
(Fig. 3). The entire hand was then enclosed in a conven- 
tional fluffed-gauze dressing retained by means of an elas- 
tic bandage, immobilizing the hand in a position of func- 


Ficure 4. Application of an Abdominal Pedicle Flap to the 
Palm (Case 2). 


tion. One week later the dressing was removed, revealing 
a reasonably soft palm, with maintenance of its central 
concavity. 

During the past five years this method has been 
used in 22 consecutive cases. In only 1 of these has 
a hematoma been demonstrated — a case in which 
the compression suture was introduced through the 
second and third, rather than the second and fourth, 
intermetacarpal spaces. A small localized collection 
of blood occurred on the ulnar side of the compres- 
sion suture. This is in dramatic contrast to the fre- 
quent appearance of boggy edema or frank hema- 
toma in the past.’ 


PepicLe FLaAps 


The compression suture has proved equally satis- 
factory in the application of pedicled flaps to the 
hand.’ Elastic compression on a flap attached to the 
palm of the hand, if firm enough to prevent hema- 
toma, will almost certainly embarrass circulation at 
the edge of the flap. The compression suture brings 
effective pressure to bear on the central area, which 
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is most susceptible to hematoma formation, without 
affecting appreciably the peripheral aspects of the 
skin graft. 


Case 2. An 8-year-old girl was seen 1 month after a 
wringer injury that denuded the palm of the left hand 
avulsed the flexor tendons and ulnar nerve and expose 
widely the 3d and 4th meta phalangeal joints. The 
badly damaged little finger had case removed at the time 
of the initial débridement. 

The granulating surface was first covered with a split- 
thickness skin graft to reduce edema and permit some 
restoration of joint mobility. Two months later the tempo- 
rary covering was removed, and an abdominal pedicled 
graft substituted (Fig. 4). A compression suture was car- 
ried through the flap and through the 2d and 3d inter- 
metacarpal spaces (the 3d intermetacarpal space being used 
in the absence of the 4th), packed in the same manner as 
described in Case 1 and retained for 8 days. Excellent ap- 
position was maintained in this vulnerable area, with no 
suggestion of impaired viability in either the central or the 
peripheral parts of the graft. Insertion of the flap was com- 


Ficure 5. Elimination of a Hematoma Cavity of the Cheek 
(Case 3) Three Days Postoperatively, with the Dressing Re- 
moved but with the Compression Suture Still in Place. 


pleted in 3 weeks, and a soft mobile flap obtained, preparing 
the hand for further reconstructive work. 


PREVENTION OF HEMORRHAGE 


The compression suture will prevent bleeding in 
cases of acute injury or operative trauma about the 
ears, lips or cheeks in which parallel epithelial sur- 
faces are particularly adaptable to such a method of 
control. 


Case 3. One week after a severe contusion of the right 
side of the face, diffuse swelling had resolved itself into a 
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large subcutaneous hematoma just below the malar emi- 
nence. After an ineffectual attempt at aspiration, the 
fluctuant area was exposed through a transverse incision, 
and 10 ml. of partially clotted blood evacuated, exposing 
a deep concavity in which fluid was almost certain to 
reaccumulate, To obviate this event, 2 compression sutures 
were placed through the superficial wall of the pocket 
and carried into the mouth through the buccal wall just 


Ficure 6. Maintenance of Skin and Mucous Membrane 

after Resection of a Carcinoma of the Mouth (Case 4), in- 

cluding Resection of the en and Cervical Lymph 
odes. 


superior to the course of the parotid duct (Fig. 5). After 
fluffed gauze had been packed in and about the silk loops, 
the sutures were tied over buttons lying flush against the 
superior buccal wall, and the entire side of the face covered 
by a bulky immobilizing dressing. Three days later the 
wound was found to be well healed, with the skin cover 
lying in close approximation to the indented base, creating 
a visible concavity. Six months later the soft, pliable cheek 
had resumed its normal contour. 


Case 4. A 70-year-old man presented a large, fungating, 
Grade 2 squamous epithelioma of the right inferior buccal 
sulcus, extending onto the buccal wall and alveolar process. 
Treatment included a combined radical neck dissection, 
resection and disarticulation of most of the right side of the 
mandible and a resection of the sublingual floor and side of 
the tongue. The closure of such an operative defect fre- 
quently presents a problem in obtaining satisfactory con- 
tact between cheek skin and reconstructed mucous-mem- 
brane lining. In this case 2 compression sutures were used 
side by side, carried through the skin and mucous membrane 
(Fig. 6) and incorporating intraoral buttons, which lay 
flush against the reconstituted mucosa. Gauze was packed 
in and around the external loop of the suture before tighten- 
ing, after which a conventional fluffy-gauze dressing was 
applied and retained by elastic-bandage compression to 
immobilize the jaw. On removal of the dressing 5 days 
after operation, excellent coaptation in this vuinerable area 
was noted. 


Discussion 


The compression suture can be utilized wherever 
two parallel epithelial surfaces present themselves for 
suitable application. In fact it has been used without 
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the second button, as in radical dissection of the in- 
guinal nodes; several sutures engage the floor of the 
operative defect, pass through the overlying skin flaps 
and are tied over buttons and packing. 

The compression-suture technic has a definite ad- 
vantage over conventional ways of applying pressure 
to concavities for the purpose of eliminating post- 
operative hematoma. The usual methods of holding 
overlying skin in effective contact with the base of a 
pocket bring so much pressure to bear on the skin 
covering the lips of the depression that necrosis is a 
frequent result. ‘The compression suture, on the other 
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hand, directs pressure on a relatively small central 
area, where hematoma is most likely to occur, leaving 
the more peripheral areas well vascularized and 
capable of bringing adequate circulation to the 
central area, where the pressure effect is being pro- 
duced. 
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BLOOD COAGULATION IN PREGNANCY* 
Proconvertin and Prothrombin, and the Hypercoagulable State 
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LTHOUGH thromboembolism has frequently 

been attributed to abnormal blood coagulation, 
convincing evidence for this concept has been lacking. 
The disclosure of hitherto unrecognized coagulation 
factors and the development of methods for their as- 
say prompted re-examination of this question. Preg- 
nancy was selected as the initial area of study be- 
cause it constitutes a common, temporary, reversible, 
physiologic state that is too frequently complicated by 
thromboembolism. This report presents data indi- 
cating that during pregnancy abnormally high levels 
of at least one important clotting constituent do de- 
velop, returning to normal in most cases after term. 
It is proposed that these changes reflect a state of 
hypercoagulability that provides a fertile substrate 
for thromboembolism when combined with any one 
of several other alterations known to occur in the 
gravid woman. 


TECHNICAL ASPECTS 


Studied concurrently were 41 presumably normal, 
nonpregnant women (average age of twenty-two and 
range of eighteen to thirty-five years), and 90 preg- 
nant women (average age of twenty-seven and range 
of eighteen to forty-two) in various stages of preg- 
nancy. The former were selected at random from 
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students, nurses, technicians and other hospital per- 
sonnel. The gravid women were those with uncompli- 
cated pregnancy who were being followed in the 
Obstetric Clinic, and who were delivered on the Ob- 
stetrical Service, or under the private care of ob- 
stetricians, at the Beth Israel Hospital. Subjects were 
selected irrespective of the number of earlier preg- 
nancies, and no attempt was made to exclude or in- 
clude those who had a prior history suggestive of 
thromboembolic disease. In many patients frequent 
determinations were made as pregnancy advanced 
and in the puerperium, As pregnancy progressed, 
careful and continuing search was made for clinical 
manifestations of thromboembolism. 

Patients followed in the puerperium had been de- 
livered normally, having received the usual anesthetic 
comprising nitrous oxide, oxygen and ether preceded 
by Nembutal and Demerol, and by paraldehyde in 
oil per rectum half an hour after the initial dose of 
Nembutal and Demerol. Immediately after parturi- 
tion, the mother received Pitocin and after delivery 
of the placenta, Ergotrate. Ambulation was instituted 
on the first post-partum day, and the patients were 
discharged on the fifth day. One third of the sub- 
jects were seen again six weeks after delivery. 

For the purpose of orientation certain concepts, 
terms and synonyms are briefly presented. The con- 
version of prothrombin to thrombin by thromboplastin 
and calcium requires two distinct protein factors 
in blood. ‘The first of these is proaccelerin (otherwise 
known as plasma accelerator globulin, labile factor 
and factor V); this substance, circulating in the 
plasma in relatively inactive form, is activated by 
small amounts of thrombin, thus becoming accelerin 
(serum accelerator globulin or factor VI). The sec- 
ond factor, convertin (otherwise known as serum 
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prothrombin conversion accelerator, Spca, stable fac- 
, is found in 
serum and arises from a relatively inert precursor in 
the plasma (proconvertin or pro-Spca) when brought 


tor, co-thromboplastin and factor VII) 


in contact with thromboplastin and calcium. 


Determinations were made of plasma prothrombin, 
proconvertin and prothrombin-proconvertin by the 


Owren’ procedure, with minor modifications.? Proac- 
celerin was measured by its clot-restorative effect on 
aged plasma.* In many subjects multiple observa- 
tions (two to nine) were serially made during the 
last trimester of pregnancy. The ante-partum value 
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Distribution of Plasma Proconvertin Activity in 
Pregnant and Nonpregnant Subjects. 


used in the calculations described below was the 
last one obtained before labor — in most cases with- 
in a few weeks of delivery. 


RESULTS 
Plasma Proconvertin 


In striking contrast to a mean average plasma 
proconvertin level of 82 per cent in the nonpregnant 
group, with a range of 60 to 147 per cent, the value 
in 90 pregnant women before term was 180 per 
cent, with a range of 60 to 563 per cent (Fig. 1). In 
more than 80 per cent of the subjects the values ex- 
ceeded all (except one) of the values in the non- 
pregnant group. In 10 cases it ranged from three to 
five times higher than the nonpregnant average, and 
in 4 it was more than five times this value. 

A plot of all the results (Fig. 2) suggests a posi- 
tive correlation between the proconvertin level and 
the duration of pregnancy. Higher values occurred 
preponderantly in the last trimester. In cases in 
which many serial observations were made, however, 
this relation was not always evident. 

In 54 subjects the average proconvertin level ob- 
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served three to seven days post partum was 121 per 
cent, compared with 156 per cent shortly before de- 
livery. Most of them had dropped substantially by 
the third day. In 5 patients striking elevations (ex- 
ceeding 150 per cent) were still present on the fourth 
to the fifth day. Determinations were made in 30 
cases six weeks post partum. The mean average was 
92 per cent (range, 60 to 120 per cent), contrasted 
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Figure 2. Plot of All Proconvertin Determinations. 


with 126 per cent (range, 90 to 200 per cent) three 
to seven days post partum and 161 per cent (range, 
i24 to 240 per cent), ante partum in the same pa- 
tients. Typical observations of the post-partum 
changes are presented in Figure 3. 


PROCONVERTIN 


-| 


ANTE Post Partum 
ParTuM 
Ficure 3. Plasma Proconvertin in the Puerperium (Typical 
Curves). 


Plasma prothrombin was less significantly altered 
(Fig. 4). The mean ante-partum value was 111 
per cent (range, 58 to 219 per cent), compared with 
98 per cent for the nonpregnant group (range, 58 to 
128 per cent). However, in 10 of the 90 pregnant 
subjects, the prothrombin was between 140 and 240 
per cent of normal. In 5 the level returned to normal 
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within four days. In some of the others a high level 
persisted longer, but no later observations were made. 

Of perhaps greater significance is the observation 
that striking decreases in prothrombin comparable 
to those in proconvertin were not observed in the 
puerperium. In 57 subjects the average plasma pro- 
thrombin value three to seven days post partum was 
the same as that ante partum (108 per cent). In 
29 subjects tested, the six-week post-partum value 
averaged 91 per cent, compared with 106 per cent 
ante partum in the same group; in only 1 case did 
it exceed 100 (104 per cent). 

As already intimated, there was no discernible cor- 
relation between the individual proconvertin values 
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Ficure 4. Distribution of Plasma Prothrombin in Preg- 
nant and Nonpregnant Subjects. 


and the prothrombin ievels: there were many high 
proconvertin values without corresponding abnormali- 
ty in the prothrombin. However, in all cases in 
which prothrombin exceeded 120 per cent of normal, 
the proconvertin was also elevated. 

As was expected, determinations of prothrombin- 
proconvertin reflected changes in both constituents, 
contributing little to the significance of the data ob- 
tained by measurement of these constituents separate- 
ly. 

No abnormalities in plasma proaccelerin were ob- 
served. 

The question arose whether the proconvertin levels 
described above represented convertin (activated se- 
rum accelerator) or proconvertin (the inactive pre- 
cursor in the plasma) — that is, whether during 
pregnancy the proconvertin somehow became acti- 
vated, thus appearing as an elevation of total con- 
vertin activity. Current technics do not permit ready 
distinction in the plasma. Experiments were per- 
formed to test this hypothesis by activation of the 
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serums from pregnant subjects with thromboplastin 
and calcium. The results (Fig. 5 and Table 1) indi- 
cate that the proconvertin, despite its high level 
originally, could still be converted to a much more 
active form by incubation with thromboplastin and 
calcium. The activity could thus be enhanced from 
sixfold to ninefold. Although this degree of activa- 
tion is the same as that in normal serum, the absolute 
activity thus attainable was extremely high. It grad- 
ually declined as incubation was continued. It should 
also be noted that the total serum convertin activity 
was twice that found in the corresponding plasma. 
These relations were no different from those seen in 
the normal nonpregnant subjects. Thus, the high 
plasma levels in pregnancy probably reflect procon- 
vertin rather than its activated form, convertin. 

It is noteworthy that in 1 subject, who had a dead 
fetus of undetermined cause, the proconvertin and 
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Ficure 5. Activation of Proconvertin by Thromboplastin 


and Calcium in Pregnancy. 
Incubation mixture comprises 1.5 ml. of human-brain 
thromboplastic extract, 1.5 ml. of 0.04 M calcium chloride 
and 1.5 ml. of serum diluted with saline solution. 


prothrombin levels were comparable to those in the 
other pregnant patients. 

No complications were observed in any of the 
other cases. Despite a careful search no clinical evi- 
dence of thromboembolism was found. 


Discussion 


Ever since Virchow* originally postulated hyper- 
coagulability as one of the triad* of etiologic factors 
in thromboembolic states, numerous attempts have 
been made to demonstrate abnormalities in clotting 


*The other two in the triad are venous stasis and vascular injury. 
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factors in such conditions. Interest in this area be- 
comes renewed with each improvement in analytical 
method and each disclosure of a new, hitherto un- 
recognized clotting factor. In view of recent progress 
in this area, we undertook to re-examine this ques- 
tion. It appeared to us that pregnancy was ideally 
suited for this purpose because it is a reversible physio- 
logic (nonpathologic) state too frequently compli- 
cated by thromboembolism and because coagulation 
abnormalities reflecting the other side of the coin 
— that is, hemorrhagic phenomena — also occur in 
the gravid condition. This apparent paradox made 
pregnancy appealing as a fertile area for an effort 
to elucidate the thromboembolic derangement. Final- 
ly, retarded blood flow, another member of the 
Virchow triad, is well known to occur in pregnancy. 
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larger volume of plasma (with correspondingly less 
dilution of the plasma by the anticoagulant) than 
would obtain with the same addition to blood with 
higher hematocrit. Such an error, however, would 
appear as an apparent increase in any plasma constit- 
uent of about 15 per cent if relative hematocrit 
values were 45 per cent vis-a-vis 35 per cent packed 
cells. It will be noted that most of the observed ele- 
vations in proconvertin, and in a few of the pro- 
thrombin values, were much more marked. 

Further evidence that dilution was not a significant 
factor in accounting for the results is the observa- 
tion that plasma accelerator globulin was not elevated. 
Finally, most of the prothrombin values were only 
slightly elevated above those in the nonpregnant 
state. This is in agreement with observations of oth- 


TaBLe 1. Activation of Proconvertin to Convertin by Thromboplastin and Calcium. 


DuraTION 


ACTIVATION at I hr. 
wk. % % % % factor % 
H.W. 26 100 172 400 2520 6.3 2160 
G.W. 40 92 124 256 2240 X8.7 1652 
L.N. 40 92 160 280 2536 X9.0 1568 
J.T. 40 100 164 330 2376 = X7.2 1848 
M.G. 39 100 152 294 2160 X7.3 15847 
LC. 40 100 160 314 2160 X68 1440¢ 
L.K. 40 100 156 328 2900 =X9.1 2200 
M.M.* (6 wk. post partum) 84 86 180 1120 X6.2 800+ 


*At 40 wk., plasma prothrombin 90 per cent, plasma proconvertin 140 per cent & serum convertin 264 per cent. 


750-min. activity. 
$45-min. activity. 


The observations described above demonstrate that 
the pregnant state is frequently associated with an 
increased level of circulating proconvertin, a clotting 
factor essential for the rapid conversion of pro- 
thrombin to thrombin by thromboplastin and calcium. 
Occasionally, plasma prothrombin is elevated, also. 
It seems that these changes develop as the gravid 
state advances and that they are reversible. Shortly 
after delivery, proconvertin drops rapidly; in all 
cases studied, it was well within normal limits six 
weeks post partum. Similar observations have been 
reported by other investigators,°-* who made determi- 
nations on random samples of blood from patients 
during the last trimester of pregnancy and at term. 
In a more recent study*® proconvertin was found to 
increase gradually as pregnancy progressed up to a 
maximum observed on the third to the fourth day 
of the puerperium. In most of our cases, in con- 
trast, a substantial drop had occurred by the third 
to the fifth day post partum. 

The possibility that these results were an artifact 
in relation to the hydremia and decreased hematocrit 
in pregnancy was considered. In ‘the obtaining of 
the blood sample, this would result in the addition 
of a fixed amount of anticoagulant to a relatively 


ers.""* Although there were cases in which the pro- 
thrombin was distinctly elevated, the many discrepan- 
cies between an elevated proconvertin and a normal 
prothrombin in the same blood sample substantiated 
the specificity of the abnormality in convertin com- 
plex. 

Further study revealed that the component in- 
volved was proconvertin rather than its activated 
counterpart. The activity could be greatly enhanced 
by incubation with thromboplastin and calcium, in 
the usual manner and to the same degree as in non- 
pregnant subjects. The final activity attainable, how- 
ever, was extremely high, as was expected in view of 
the high initial plasma level. This suggests that the 
gravid woman is particularly susceptible to rapid 
prothrombin conversion intravascularly if thrombo- 
plastic elements find their way into the circulation. 

Changes in other coagulation factors have been 
described in the gravid state. Thus, substantial ele- 
vations in plasma fibrinogen are well known.® Why, 
and by what mechanism, proconvertin and fibrinogen 
should be selectively affected by pregnancy is not 
clear. It is reasonable to suppose that their eleva- 
tion reflects an evolutional physiologic development 
that assures rapid and effective hemostasis after 
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parturition. Increased platelet adhesiveness observed 
during the early puerperium’® may also serve this 
purpose. 

Regardless of the mechanism by which these changes 
occur, the last trimester of pregnancy presents a 
constellation of conditions that, taken together, rep- 
resent a truly hypercoagulable state that is potential- 
ly dangerous. The freeing of thromboplastic tissue 
elements from the gravid uterus or its confines into 
the circulation shortly before term, during labor or 
in the early puerperium may be all that is needed to 
initiate rapid clotting in accordance with mechanisms 
that have been well studied in vitro. Such emboliza- 
tion has been recognized as occurring in pregnancy, 
occasionally to the point of complete defibrination 
of the blood.*** Moreover, the possibility of thrombo- 
embolism is considerably enhanced by the progres- 
sive slowing in venous blood flow in the leg and 
pelvic veins as pregnancy advances.'* The setting 
for thromboembolism becomes even more ominous 
if the elevation in proconvertin persists (as in some 
of our cases) well into the puerperium, when platelet 
adhesiveness also becomes increased.’? If blood flow 
is partially obstructed during this time for any reason, 
venous thrombosis and possible embolism merely 
awaits the intravascular appearance of thromboplas- 
tic elements from injured tissue. 

Considerable support is provided this concept by 
recent experimental evidence. Wessler™* has been 
able to induce intravascular coagulation readily in 
dogs anywhere in the arterial or venous circulation 
by a combination of impedance of blood flow and 
the systemic infusion of serum, or of purified serum 
fractions rich in the convertin complex. The clot, 
appearing at the point of partial obstruction, forms 
promptly after the material is injected at a point far 
removed from the site of infusion. It should be 
emphasized that the purified fraction from serum is 
devoid of prothrombin, thrombin, fibrinogen and 
accelerin, but contains activated convertin as well 
as its precursor. It probably also contains plasma 
thromboplastin component. These experimental con- 
ditions duplicate to an extraordinary degree those 
existing in pregnancy, particularly when it is realized 
that extensive coagulation and formation of serum 
containing convertin occur routinely after labor. 

That no evidence of thromboembolism was dis- 
closed despite a careful search, particularly in pa- 
tients with extremely elevated proconvertin, deserves 
special comment. Clearly, the number of cases 
studied is too small to indicate any significant corre- 
lation between convertin levels and thrombotic mani- 
festations. Also, it cannot be emphasized too strongly 
that there is no reliable clinical or laboratory test 
for an incipient, active or post-thrombotic condition.* 
Indeed, this constitutes one of the most important 
bottlenecks to investigation, better understanding and 


*In striking contrast to what obtains in hypocoagulable states and 
hemorrhagic diatheses, in which bleeding becomes manifest promptly. 
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better management of this syndrome. Therefore, the 
fact that no evidence of thrombotic disease appeared 
in our subjects does not exclude its presence. Further- 
more, experience has revealed that when clinical evi- 
dence of this disorder does appear, it is found most 
often from seven to ten days after delivery. Most 
of our patients were discharged on the fifth post- 
partum day, and were not seen again until six weeks 
post partum. Thus, there was little chance that 
thromboembolic disease would become manifest even 
though the total substrate for its development may 
have been present. Moreover, the concept being 
presented is that of a hypercoagulable state existing 
in association with pregnancy and ready to be trig- 
gered by certain circumstances. It is study of this 
state and of the conditions that may touch it off that 
appears promising. 

In the light of this concept, preventive and thera- 
peutic aspects deserve mention. The indications for 
avoiding abdominal binders, garters and mechanical 
positions apt to impede blood flow are clear. Prompt 
ambulation after delivery is also important. The 
finding of persistently elevated proconvertin or pro- 
thrombin values, or both, in the puerperium war- 
rants the consideration of anticoagulants. In our 
view they may well be indicated under these circum- 
stances, and certainly if there is prior history or evi- 
dence of thromboembolic disease. 

It is of interest that a hypocoagulable state, as com- 
pared with a normal adult, is observed in the infant 
in the immediate neonatal period. Low prothrombin 
and proconvertin values are well documented,** and 
more recently low values of plasma thromboplastin 
component have also been found.’® These changes 
have been regarded as basic causes of hemorrhagic 
phenomena in the newborn. There is no discernible 
correlation between maternal, cord or infant blood 
proconvertin or prothrombin levels.*? We have ob- 
served an extremely low proconvertin (about 1 per 
cent) in a thirty-six-hour-old baby with bleeding, 
born of a woman whose plasma value was 120 per 
cent. In another infant, with hemorrhagic disease 
of the newborn beginning forty-eight hours after 
birth, plasma proconvertin and prothrombin were 
less than 1 per cent whereas in the mother they were 
normal. 

The findings in pregnancy indicate the need for 
similar studies in other clinical states complicated by 
thromboembolism. It would be unjustifiable to as- 
sume that the pathogenesis of this clinical syndrome 
is identical in all cases. Nevertheless, the facts, which 
are strikingly similar to the experimental conditions 
that produce intravascular coagulation, suggest a 
mechanism for the production of thromboembolic 
disease after surgery, myocardial infarction or other 
conditions in which venous stasis and proconvertin 
activation, through spontaneous clotting or through 
intravascular liberation of thromboplastic elements 
from tissues, may occur. 


| 


Vol. 254 No. 8 


SUMMARY AND CONCLUSIONS 


Plasma proconvertin was found to be elevated in 
pregnancy. It fell sharply toward normal in the 
early puerperium in most cases. Occasionally, high 
levels persisted longer, but they all became normal 
within six weeks post partum. Plasma prothrombin 
was less strikingly altered, but in some cases it was 
distinctly elevated. Proaccelerin was unaffected. No 
cases of thromboembolism were detected. 

The high plasma convertin activity is referable to 
proconvertin rather than to its activated counterpart, 
convertin. Activation to extremely high levels could 
be induced in the usual manner by thromboplastin 
and calcium. 

It is proposed that these changes, together with 
elevated fibrinogen, retarded blood flow in the legs, 
and increased platelet adhesiveness, provide a dan- 
gerous hypercoagulable state that can readily be 
triggered into intravascular clotting by minute 
amounts of thromboplastic elements liberated into 
the circulation from the gravid uterus or elsewhere. 


We are indebted to Dr. Harold H. Rosenfield, obstetrician- 
in-chief, Beth Israel Hospital, and his staff for their co- 
operation in this study. 
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ACTH AND CORTISONE THERAPY FOR RECURRENT MASSIVE GASTRIC 
HEMORRHAGE AFTER SUBTOTAL GASTRECTOMY* 


Report of a Case 
EMMANUEL Deutscnu, M.D.,+ Joun J. Topp, M.D.,£ anp Roperr M. Haywarp, M.D.§ 


BOSTON 


o bee purpose of this report is to indicate the value 
of ACTH and cortisone in massive gastric bleeding 
due to capillary fragility associated with erosions of 
the gastric mucosa. This local capillary fragility may 
be converted to capillary resistance. The effectiveness 
of ACTH and cortisone in hemostasis has been de- 
scribed by several hematologists'* in treatment of 
thrombocytopenic purpura. Here, the improvement 
in bleeding time corresponded with the rise in capil- 
lary resistance and not with the change in the platelet 
count. 


VASCULAR Factors IN HEMosTAsIs 


The mechanism whereby ACTH affects hemostasis 
is indicated at least partly by Robson and Duthie.” 


*From the departments of Medicine and Surgery, Carney Hospital. 


tInstructor in clinical medicine, Tufts University School of Medicine ; 
visiting physician, Carney Hospital. 


tChief of surgery, Carney Hospital. 
§$Resident in medicine, Carney Hospital. 


who observed a pronounced rise in capillary resistance 
with irradiation, nitrogen mustard, epinephrine and 
insulin hypoglycemia and suggested that a hypo- 
physeal-adrenocortical mechanism was involved. The 
rise in capillary resistance was as great in patients 
given ACTH as in those given cortisone. The con- 
clusion that ACTH and cortisone are effective in 
thrombocytopenia chiefly because of their action on 
the abnormal vascular fragility is also supported by 
Faloon, Greene and Lozner.* 


Metuop or ACTH ApmMInisTRATION 


In our previous experience most cases of ulceration 
or upper gastrointestinal hemorrhage occurred two 
or three weeks after the beginning of ACTH or corti- 
sone administration. Therefore, intervals of a week 
of therapy were decided upon. After consultation 
with Astwood,!® ACTHAR Gel was used daily intra- 


364 


muscularly. On the first day 40 units twice daily and, 
thereafter, 20 units were given. After a week of 
ACTH therapy, cortisone was given by mouth in 25- 
mg. tablets, four to six times daily. 
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Ficure 1. Pertinent Data on the First Admission. 
A total of 7.5 liters of blood was given. 


When gastric bleeding recurred, as in the case de- 
scribed below, ACTH was started for another week, 
for a total of three weeks, 


Case Report 


Mrs. M.C., a 33-year-old divorced woman, was first ad- 
mitted to the hospital on April 30, 1954, complaining of 
right-upper-quadrant pain, associated with nausea. 
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for some tenderness with spasm in the right upper quadrant. 
The blood pressure was 120/68. The diagnosis was acute 
cholecystitis. 

Examination of the blood showed a red-cell count of 
4,430,000, with a hemoglobin of 13.5 gm. per 100 ml., and 
a white-cell count of 17,400, with a normal differential. 
The clotting time was 6% minutes. A sternal puncture 
was done, and a normal bone-marrow biopsy obtained. The 
plasma fibrinogen, sodium, potassium, chloride and carbon 
dioxide values were normal. X-ray studies of the gall 
bladder gave no evidence of disease. The patient vomited 
blood and passed tarry and bloody stools (Fig. 1). The 
blood pressure was 68/58, and the pulse 130. She re- 
ceived 3500 ml. of whole blood during the day but was 
still in shock. Immediate operation was considered impera- 
tive. 

A subtotal gastric resection was done. An ulcer was 
found to have penetrated through the duodenum and into 
the pancreas, which was swollen, hard and edematous. 
The duodenum was stripped from the pancreas to below 
the ulcer, the ulcer bed being left in the pancreas. A 
spurting branch of the gastroduodenal artery was found 
in the substance of the pancreas, and the bleeding was 
controlled by a suture. The duodenal stump was closed 
about a catheter, which was led out through a stab-wound 
lateral to the incision. The stomach was amputated at its 
proximal two fifths, and a retrocolic Polya-type anastomosis 
was made to the jejunum. The patient’s condition steadily 
improved. The pathological report was chronic gastritis 
and duodenitis. The distal end of the duodenum at its 
resected margin showed a portion of chronic active ulcer 
that extended deep into the wall and up to the line of 
resection. There was no evidence of cancer. 

Postoperatively, the patient became nervous and appre- 
hensive, with hallucinations. The report of the psychiatric 
consultant indicated an alcoholic basis. 

After the incisions had healed and all drains had been 
removed, she was asymptomatic. She was discharged from 
the hospital 17 days after admission. 

Six days later she was readmitted to the hospital with a 
history of having vomited considerable amounts of bright- 
red blood. On the following day, she vomited approxi- 
mately 6200 ml. of blood and retained gastric secretion. 
Continuous transfusions were given (Fig. 2). The blood 
pressure was maintained between 110/90 and 120/90 but 
gradually fell to 80/60. She became cold, clammy and 
apprehensive. Surgical intervention was necessary. 
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Ficure 2. Pertinent Data on the Second Admission (a Total of 28.5 Liters of Blood Was Given). 


The past and family histories were irrelevant. 

She smoked 11 packages of cigarettes and had several 
glasses of beer each day. 

Physical examination revealed a well developed and well 
nourished woman and was within normal limits except 


At the 2d operation the duodenum and stomach were 
exposed, and the previous duodenal ulcer was found to be 
half its original size and not bleeding. The entire duodenal 
and gastric mucous membrane was in a state of acute hyper- 
emia and bled easily when wiped. The gastrojejunal anas- 
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tomosis was not bleeding. The stomach and duodenum 
were closed. The patient’s condition began to improve. 
We were satisfied that the bleeding was from gastritis and 
duodenitis and not from the partially healed ulcer. After 
the 2d operation, she bled almost daily. Blood loss and 
replacement are shown in Figure 2 

One month after the 2d operation, she began to perspire 
profusely and vomited large amounts of blood intermit- 
tently. She complained of severe pains in the abdomen and 
went into shock, with a blood pressure of 100/90. She 
received whole blood continuously until evening, when 
surgery was indicated. The blood pressure continued to 
drop into the 80’s. A Levin tube was inserted, and a large 
amount of dark-red fluid was obtained. The systolic pres- 
sure was maintained from 100 to 120. The pulse remained 
around 90. 

At a 3d operation an incision was made through the 
previous scar. The duodenal fistula was followed down 
to the duodenum, the duodenal stump was opened and 
the duodenum was dissected from the pancreas. The original 
ulcer was completely healed; there was no bleeding at this 
point. Several large vessels leading into the duodenum were 
dissected out, doubly ligated and cut. A cuff of the duo- 
denum was developed, and the duodenum was closed. The 
gastrojejunal anastomosis showed no induration or ulcer. 

here was some gastritis and duodenitis as previously 
found. Sponging made the gastric mucous membrane bleed 
very ae. The stomach was closed. 

The patient continued to pass small amounts of changed 
blood by rectum almost daily until 12 days later, when 
she bled massively. It became a problem of supplying enough 
blood to keep ahead of the blood loss. On July 7 it was 
decided to give ACTH intramuscularly, as outlined above. 
Six days later, cortisone, 100 mg. by mouth daily, was 
started. On July 15 she had a moderate hematemesis and 
was given whole blood. The 2d course of ACTH was 
started and continued until July 21. Cortisone was then 
continued by mouth for 5 days. 

On July 26 she vomited 1200 ml. of blood but did not 
give evidence of shock. The 3d and final course of ACTH 
was started and continued to August 1. There was no 
further bleeding. Cortisone was substituted for ACTH 
from August 2 to 5, when epigastric pain, not relieved 
by medication, recurred. At gastroscopy, the anastomosis 
was found to be functioning well, but there was a small 
marginal ulcer crater. Edema, redness and adherent secre- 
tion were seen about the ulcer. Gastric and jejunal biopsies 
showed a diffuse, interstitial infiltration by plasma cells, 
lymphocytes, monocytes and eosinophils—evidence of so- 
called chronic inflammation. No tumor cells were present. 

By August 14, the wounds were healed, and the patient 
was discharged to her home on a strict medical regimen. 
Two months later, she had had no recurrence of pain or 
bleeding. Six months after discharge, she was asymptomatic 
and working full time. 


DiscussION 


It is known that the first episode of bleeding was 
from a spurting branch of the gastroduodenal artery 
and that the bleeding was arrested by a suture fol- 
lowed by subtotal gastrectomy. At the time of the 
second operation, there was no bleeding ulcer, but 
there was diffuse gastritic bleeding. Again, at the 
third operation, no ulcer was seen in the duodenum, 
stomach or anastomosis. There was, however, a gas- 
tritis that was less in degree than that formerly ob- 
served, but the mucous membrane bled readily on the 
application of gauze. The bleeding continued at 
frequent intervals after the third operation, even after 
transfusions of whole blood. No abnormality was 
found in the bone-marrow biopsy, blood cells, plate- 
lets, fibrinogen, bleeding time, clotting time or clot 
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reaction. After treatment with ACTH and cortisone, 
the bleeding diminished gradually in degree and fre- 
quency and finally ceased entirely. It may be postu- 
lated that there was some degree of localized purpura 
hemorrhagica in the stomach that was favorably af- 
fected by cortisone and ACTH. It is interesting, how- 
ever, that after three weeks of ACTH and cortisone 
administration, a superficial, acute, marginal ulcer 
developed. Bleeding did not recur when the ACTH 
and cortisone were discontinued. 

When the hemorrhagic tendency is severe, trans- 
fusions may be given, but the use of ACTH and corti- 
sone may be of greater benefit.*"* Steroid therapy is 
of greatest value in temporary hemorrhagic emer- 
gencies and is most helpful early in the management 
of fulminating hemorrhage. There can be no doubt 
that blood transfusions must be given to replace blood 
lost in these cases of capillary fragility. The role of 
transfusions is still not clearly defined. The per- 
centage of patients who will experience symptoms 
from reactivated or newly developed ulcers while 
taking these hormones is not definitely known, but it 
seems to be relatively small.? Some patients with ac- 
tive duodenal ulcers have been known to become 
asymptomatic while taking ACTH or cortisone, but 
one should be cautious during steroid therapy.” 

There are reports'* on patients with rheumatoid 
arthritis known to have had pre-existing peptic ulcers 
but in whom reactivation of the ulcers did not occur 
despite the fact that ACTH or cortisone was ad- 
ministered for long periods. 

In spite of well documented reports that admin- 
istration of ACTH stimulates the gastric secretion of 
acid and pepsin and may be complicated by the de- 
velopment of peptic ulcer, there is as yet no con- 
clusive evidence that the occurrence of peptic ulcer 
in man is actually preceded by elevated levels of pep- 
sin or hydrochloric acid in gastric juice.“ 

As in the exacerbation of chronic ulcerative colitis 
with active bleeding, in which prolonged ACTH ad- 
ministration frequently gives the best clinical results, 
ACTH therapy may prove beneficial in uncontrollable 
and massive gastric hemorrhage, particularly after 
subtotal gastrectomy. 


SUMMARY AND CONCLUSIONS 


A case of recurrent massive gastrointestinal hemor- 
rhage in a thirty-three-year-old housewife is de- 
scribed. Hemorrhage from an actively bleeding 
duodenal ulcer subsided after ligation of the ulcer 
bed and subtotal gastric resection. Recurrent mas- 
sive gastric hemorrhage was followed by two gas- 
trostomies in which the duodenal ulcer was found to 
be completely healed but the gastric mucosa exhibited 
easy bleeding and friability of tissue. In this recurrent 
and fulminating gastric hemorrhage, the use of 
ACTH appeared to be of greatest benefit. The ap- 
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pearance of a healing stomal ulcer and mucosal ero- 
sions was noted at gastroscopy after three weeks of 
ACTH administration. Hemorrhage ceased by the 
time the stomal ulceration appeared, and the ulcer 
healed rapidly on medical management. 

With the apparent beneficial influence of ACTH 
and cortisone in this case of uncontrollable gastric 
bleeding, further investigation and trial appear indi- 
cated in this condition. Although ACTH appears to 
be more effective than cortisone in the control of 
bleeding, it may be a matter of dosage. More pro- 
longed ACTH administration and variation in the 
dosage may be indicated in more protracted hemor- 
thage. Serum electrolyte deficiency should be con- 
stantly watched for and corrected. 

Pre-existing or coincidental gastric or anastomotic 
ulcer does not appear to constitute a contraindication 
to steroid therapy when massive gastric hemorrhage 
does not respond to gastroduodenal-artery ligation, 
subtotal resection and multiple transfusions. 


Feb. 23, 1956 
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SPECIAL ARTICLE 


PSYCHIATRY AND MEDICAL PRACTICE IN A GENERAL HOSPITAL* 
Grete L. Brsrinc, M.D.+ 


BOSTON 


ARIOUS interesting facets of the complex 
problem pertaining to the integration of psychi- 

atry and medicine have been presented of late by a 
great number of psychiatrists and internists.*-** The 
purpose of this paper is not to discuss “psychosomatic 
medicine” or psychiatry as a medical specialty con- 
cerned mainly with neuroses and psychoses, but 
rather to delineate certain important aspects of the 
role of psychologic thought in medical practice. When 
referring to psychologic thought, I have in mind 
psychoanalytically oriented psychology, or what is 
frequently called dynamic or depth psychology. This 
psychologic system maintains that there is more to a 
person’s emotional processes than appears on the 
surface and that his behavior patterns and attitudes 
are the result of conflicts between his deep strivings 
and his defensive methods against these strivings, de- 
veloped in a slow adaptive process under the impact 

*Parts of this article were presented at lectures in the New England 
Medical Center, Boston; the peyeniatens Hospital, Philadelphia; and 
the Sinai Hospital, Baltimore. The work reported is the result of ex- 
perience with an extensive psychiatric teaching and training program 
in a general hospi No attempt is made to describe in detail this 

program, which — since its inception in 1946 — has been made avail- 
Pole to medical specialists and_ psychiatrists, social workers, dieticians, 
nurses and medical students. hat is reported here constitutes some 
of the essential ideas that developed in the course of this project. 

From the Psychiatric Service, Beth Israel Hospital, and the De- 
partment of Psychiatry, Harvard Medical School. 


+Associate clinical professor of A pee. Harvard Medical School; 
psychiatrist-in-chief, Beth Israel 


of environmental pressures and demands. However 
fixed these habitual behavior patterns may seem, one 
may recognize and diagnose the original underlying 
conflict. These conflicts are revived and intensified in 
times of stress. Illness always has to be understood as 
a stress situation, potentially traumatic and threaten- 
ing to the psychologic equilibrium. 

In this context the psychiatric — or, better, the 
medicopsychologic and medicopsychotherapeutic — 
approach is a most helpful tool, providing insight 
into the patient and into oneself and increasing the 
doctor’s skill within his own specialty by blending 
his medical knowledge with the understanding of 
the patient’s personality and psychological needs. 

There are three main areas in which this knowl- 
edge proves to be especially helpful. 


Tue Diacnostic AREA 


Differential diagnosis between organic and psycho- 
genic conditions is of utmost significance. The diag- 
nosis of psychogenic origin cannot be made simply 
by exclusion — for example, the fact that no organic 
basis can be found for a patient’s symptoms is cer- 
tainly not sufficient grounds for a diagnosis of hypo- 
chondriasis. Hypochondriasis is a specific entity, 
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characterized by a pathologic, anxious preoccypa- 
tion with one’s body, by the tendency to describe 
the subjective symptoms in an irrational, unrealistic 
form and by the tenacity of the complaints and an 
over-all suspicious attitude toward the doctor’s re- 
actions and comments. Another diagnosis that is 
frequently ventured on this general basis is that of 
hysteria. Hysteria is also a specific neurosis, in 
which the body’s functions or dysfunctions are used 
to express certain meaningful emotional experiences 
or phantasies. It is characterized by phobic or con- 
version symptoms, or both, by a dramatic onset and 
by other signs of the hysterical personality. In brief, 
the diagnosis of a psychiatric condition must be 
made, like any medical diagnosis, only on the basis 
of positive clinical findings. 

The differential diagnosis can be further compli- 
cated if there are anxiety reactions to organic dis- 
ease Or neurotic symptoms whose onset precedes and 
that are not directly related to the existing organic 
conditions. The difficulties of correct diagnosis un- 
der such circumstances are admittedly great, even 
for the psychiatric specialist, but there is reason to 
believe that they will diminish as medical schools 
and postgraduate training centers become increas- 
ingly aware of the importance of psychiatric knowl- 
edge and incorporate it into their teaching programs. 


Tue THerapevutic AREA 
Psychotherapeutic Medicine 


Not every psychiatric diagnosis requires interven- 
tion by the psychiatrist. The case may remain in the 
hands of the medical specialist for reasons of medical 
management as long as the diagnosis does not refer 
to a gross emotional disturbance. To decide such 
questions a psychiatric consultation may be neces- 
sary. 

Beyond these special cases there is a broad, gen- 
eral area in medicine in which psychologic knowledge 
is basic and indispensable. I believe that this insight 
is necessary for the doctor to judge, first of all, what 
to tell a patient about his disease and how to inform 
him without traumatization but also without arous- 
ing his distrust that essential information is with- 
held. There is a great difference between the type 
of patient who “must not know” (“‘it is his doctor’s 
responsibility”) and the other who “has to know” 
and “does not want to be deceived.” 

A second problem is how to mobilize in the patient 
the greatest readiness to co-operate and accept the 
medical procedures and thus to share the responsi- 
bility with his doctor — whether by keeping the 
recommended bed rest or the dietary restrictions or 
by carrying out exercises in physiotherapy and so 
forth. 

Thirdly, the physician should know how to con- 
sult with the family, so that he may add to his med- 
ical efforts the support of essential figures in the pa- 
tient’s environment if this proves necessary. 
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Finally, one should learn how to plan convalescent 
care or rehabilitation most effectively. 

To illustrate the helpfulness of correct apprecia- 
tion of psychologic factors, one may cite the case of 
a patient with myocardial infarction who also suf- 
fers from claustrophobia. When taking his bed rest 
alone in his room, this patient is thrown into panic. 
Since it is equally undesirable to expose a patient to 
physical or emotional exertion, he is permitted to 
take his “bed rest” in a deck chair on the front lawn. 

More subtle and requiring deeper understanding 
is the question of what should be done with a forty- 
five-year-old man with myocardial infarct who has 
been accustomed to leave his bed every morning by 
way of a somersault. He is not an acrobat, which 
might make his behavior seem less noteworthy, but a 
“master electrician,” as he constantly called himself 
— not just an electrician. This man, called “the 
Tiger” by the medical service because of his roaring 
irritability, came to the attention of the Psychiatric 
Department because, in spite of strict bed rest and 
prohibition even to shave, he fought with his sisters 
and slapped two of them at different visiting hours. 
He became highly excited and upset; the medical 
service considered restraining him in his bed. If one 
could understand what causes a man to leave his bed 
with a somersault in the morning in spite of being 
forty-five years of age and not a professional acrobat 
and why he calls himself, without any provocation, 
not an electrician but a master electrician, one might 
also learn to understand how to proceed in his med- 
ical management so that he could be kept in bed 
more quietly. 

Before attempting this, one may consider more 
carefully the psychologic aspects of 4 patients lying 
in bed next to each other — all with the diagnosis of 
tuberculosis and all refusing to go to a tuberculosis 
sanatorium. 


The Overconcerned, Worrying Patient 


This type of patient appears anxious, is often pho- 
bic toward medical procedures such as hypodermics, 
talks to many people about “T.B.,” tries to find out 
from nurses and visitors about his condition, asks his 
doctors over and over again how dangerously sick 
he is, observes with apprehension and obvious in- 
volvement the sickest people on the ward and, quite 
flustered, refuses to go to the sanatorium. 


The Self-willed, Independent Patient 


He seems somewhat aloof, keeps to himself or runs 
the ward, knows everything a little better than any- 
one else, including the professional staff. He does 
not like to talk about his sickness and is inclined to 
make light of it. He is sure he can manage on his 
own and adamantly refuses to go to a sanatorium. 


The Dependent, Demanding Patient 
He is always in the doctor’s way, resents it deeply 
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if one spends less time with him on rounds than with 
a dying neighbor, and turns to the physician with 
every question that he could probably solve on his 
own (whether he should chew or swallow his pills, 
take them with water or juice, whether he can lie on 
his back at night and so forth). He is disinclined to 
let anybody distract him from his illness or, as he 
puts it, “make light” of his condition. In spite of 
this, one gains the impression that he does not take 
his medication regularly when nobody is around to 
pay attention to him, In general he seems to mind 
being sick less than not being taken care of with the 
most devoted and intense attention. He pleadingly 
refuses to leave the hospital and go to the sanatorium. 


The Hostile, Querulous Patient 


He likes to start arguments with everyone. Noth- 
ing is right — neither the food, nor the care, nor the 
thinking of the doctors or nurses. Nobody can fool 
him. Nobody can take it easy with him and shove 
him off to a sanatorium and thus get rid of the re- 
sponsibility for him. 


Anxiety Based on Disease 


Observing the difficult behavior of these 4 patients, 
one can classify them as 4 different types. It does 
not seem too farfetched to assume that all of them 
suffer from anxieties connected with the diagnosis 
of tuberculosis. They cannot deny the threat of this 
illness, though they may try very hard to do so. The 
idea of an institution, with all its implications, and 
the ensuing reality problems seem to increase their 
anxiety and tension. But each of them reacts to this 
anxiety with his characteristic, habitual methods and 
attitudes. These behavior patterns have to be un- 
derstood as part of the patient’s personality. They 
represent his leading reactions to stress and are the 
result of a long history of adjustment. In brief, as he 
grows up with his constitutional endowment and en- 
vironmental experiences, he learns to find ways and 
compromises between his needs and wishes on the 
one hand and the prohibitions against fulfilling them 
at any price and at every moment on the other. If 
these inner conflicts between impulses and defenses 
arrive at a certain equilibrium in the adjustment 
process, the results of it appear as personality traits. 
In times of increased conflicts, as under the pressure 
of anxieties, these personality characteristics increase 
in intensity in the attempt to maintain the inner bal- 
ance. They therefore become more marked and less 
manageable than under average life conditions. This 
is the reason why the 4 patients behaved as described. 
It can easily be understood that none of them in their 
mounting anxiety could be expected to act differ- 
ently even though this would make it easier for him 
and for his doctor. 

One must therefore ask at this point not so much 
what one can request from the patient but what one 
can do to help him overcome his emotional resist- 
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ance so that he can accept his doctor’s recommenda- 
tions. 

In the overconcerned, worrying patient every po- 
tentially threatening situation will be linked with 
and increased by a variety of old anxieties, mainly 
stemming from childhood; sometimes, they are of 
quite irrational character, like the early nightmares. 
The patient’s main problem lies in the helplessness 
of his childlike state and in the fact that these im- 
agined dangers are almost always far more threat- 
ening than the reality may be. Thus, for the doctor 
in charge, two main avenues of approach are indi- 
cated, the first being to give the child in the patient 
the feeling of being protected by a strong, knowing, 
helpful doctor. It is the overly anxious patient with 
whom the doctor can take the position of the omni- 
potent, omniscient parental figure of the early years 
of childhood — a role that incidentally would create 
quite a problem with the next type, the “self-willed, 
independent” patient. Furthermore, in recognition 
of the fact that this overconcerned patient’s imagina- 
tion usually exceeds by far the actual danger of his 
illness, it is advisable to discuss with him the facts 
of his disease and the rationale of the treatment and 
of the expected cure. This will have to be done in a 
simple, appropriate, comprehensible form, with 
avoidance of any frightening or vague formulations. 
Never must one forget that what seems for the ex- 
perienced doctor an ordinary phrase or everyday 
professional term may have a most alarming conno- 
tation for the worried lay person. 


The self-willed, independent patient is accustomed 
to handling his apprehensions by being strong and 
by acting decisively, not letting any feeling of anxiety 
or insecurity develop. He is the patient who must 
not be patted on the head and told soothingly that 
everything will be all right. He must not be told 
that everything will be taken care of by his doctor 
or family or friends. This for him merely emphasizes 
the fact that he is sick and helpless and therefore, 
which he can tolerate least, weak. In contrast to this, 
one should let him know that one appreciates the 
difficulty in which he, as a man of his responsibil- 
ities, finds himself suddenly through his illness. But 
it also has to be emphasized at the same time that 
one does believe in his strength. “A man like you 
can do the seemingly impossible and accept the real- 
ity of the disease,” represents the most helpful and 
acceptable approach. In brief, to maintain his equi- 
librium, the patient has to be helped to shift his 
self-respect, from being healthy and physically in- 
tact, to accepting the challenge of his illness and to 
manage it intelligently in spite of its threatening im- 
plications. 

If one realizes that for the dependent, demanding 
patient the satisfaction derived from attention and 
care is more important even than his health and in- 
dependence, some way has to be found by which he 
can obtain this essential gratification in a form that 
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leads to cure. Therefore, he cannot be requested to 
be stronger and more mature and to accept his doc- 
tor’s recommendations on the basis of this strength. 
He will have to be supported in this difficult deci- 
sion and shown how much it means to his doctor to 
have him get well. Furthermore, one must empha- 
size how important it is for the patient’s well-being 
to have all the special care that a sanatorium is de- 
signed to give for his condition. One must ask him 
not to forget to keep the doctor or the social worker 
regularly informed of his situation. When his fears 
of being abandoned and deserted are thus allayed, 
he will no longer resist but will accept the recom- 
mendation because the idea of a sanatorium prom- 
ises even more attention and consideration than he 
would receive in general practice or in a general 
hospital. 

The hostile, querulous patient may well be the 
most difficult problem for the busy and harrassed 
doctor. Occasionally at least, his doctors lose their 
patience with him and suddenly react with anger and 
counterattacks to his critical and aggressive behavior. 
With this type of patient, to lose one’s temper is 
especially contraindicated. This is exactly what he 
is looking for: to get into an argument — the more, 
the better. Then he does not have to pay attention 
to his own fears any longer and can blame his doctor 
for mismanaging the situation. If he refuses with 
anger to accept the doctor’s advice, insists that in- 
sufficient attention has been paid to his condition, 
and that the doctors therefore are probably mistaken 
in their diagnoses, though they think they know all 
the answers, there seems to be only one constructive 
way of dealing with the situation. The doctor sim- 
ply has to say, without taunting the patient, without 
getting tense and without having to control any 
anger, that he is sorry but would prefer not to an- 
swer all this. He has to state firmly and kindly that 
all he can do is to give advice as he sees it to the 
best of his conviction; that it is truly up to the pa- 
tient to take this advice or to leave it; that the doc- 
tor sincerely would like to help, but that he cannot 
be expected to battle this out; and that it is the pa- 
tient’s health that is at stake and that he, therefore, 
has the final decision about his choice of physician 
and course of action. The doctor can only offer his 
opinion as a responsible advisor — the rest has to be 
up to the patient. By doing this the physician re- 
moves himself as a partner of this hostile scene and 
hands back to the patient the problem that he must 
decide, instead of letting him avoid the true issue by 
attacking his doctor and thus discharging his ten- 
sion. 

The same principles apply to other areas of med- 
ical planning such as dietary restrictions and re- 
habilitation. Whatever measures have to be insti- 
tuted, the gain from understanding the patient’s 
structure and his dominant central needs is consider- 
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able, permitting the doctor to deal with the patient’s 
problems in a more appropriate and positive form. 

The patient called the “Tiger” (the man who left 
his bed in the morning with a somersault), revealed 
his main problem in a few psychiatric interviews. 
Coming from an immigrant family, with a disap- 
pointingly weak father, he was the youngest child 
and the only son among three aggressive, domineer- 
ing older sisters. Having always been his mother’s 
favorite and main emotional support, he acquired 
his place in the family by ruling them sternly but 
justly; from an early age providing for all of them 
financially, he in turn insisted on being consulted and 
listened to in all family matters. Nevertheless, it 
seemed that in spite of his constant effort to hold this 
key position, his self-confidence had never been gen- 
uine. The somersaults and his insistence on being 
called a master electrician can be regarded as signs 
of his need to prove his strength and manly leader- 
ship. Characteristic for this inner insecurity was also 
one symptom in his marital relationship: he com- 
plained about disturbance of potency with his very 
quiet and meek young wife. The conclusion at which 
the service arrived was that the illness and the ex- 
pected invalidism presented a threat to this man that 
might well increase the existing reality problems. It 
was clear that he could not go back to his job as a 
“master” electrician, and his aggressive and unrea- 
sonable outbursts against his visitors were expressions 
of his anxiety and sensitivity at being seen there in 
his weakness; they served the purpose of demon- 
strating that he was not down and out yet. 

The medical management, therefore, carefully in- 
cluded whatever could be summoned up to re-estab- 
lish the patient’s hopes and self-esteem. In the whole 
approach, everything was emphasized that helped 
express tactfully how much the staff believed in him 
and in his ability to handle trying situations such as 
irritating relatives and their “condescending” con- 
cern. (This was, according to the patient, the atti- 
tude of his sisters to which he had reacted by at- 
tacking them physically.) Furthermore, as the cen- 
tral area of his anxieties was recognized, the thera- 
peutic efforts concentrated already at this early stage 
on rehabilitation plans — to provide a program that 
was appropriate to his future physical condition, that 
was in keeping with his aptitude and skills as a tech- 
nician in the field of electricity and, of greatest 
psychologic importance, that trained him for an ac- 
tivity to fulfill his need of being a “master some- 
thing” instead of leading merely to a menial occupa- 
tion providing for his basic financial needs. It was 
suggested that he switch to radio repair “because it 
requires expert understanding of technical prob- 
lems.” The patient was found, after a very short 
time, surrounded by books on radio, studying them 
with great interest. And, finally, he was promised — 
and this promise was kept — that he would receive 
therapy for his impotence later, on an outpatient 
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basis. As could be expected, the “Tiger” became one 
of the well adjusted and co-operative patients on the 
medical ward. 

To summarize the aspects of rehabilitation as they 
developed in this case, it is not sufficient to consider 
the patient’s physical condition, nor is it enough to 
test and evaluate his aptitude in the vocational field. 
Rather, one must add to these important factors the 
third essential one, the psychologic: What kind of 
activity holds a promise for the patient of fulfilling 
his emotional needs so that he will want to get well, 
and to get at it as soon as possible? This does not 
always require training for a job that has prestige 
attached to it, as in the case just discussed, but it 
may be equally necessary with other patients to put 
the emphasis in the opposite direction. For the de- 
pendent personality, for instance, it will be frighten- 
ing to have to become a foreman or to have to take 
special responsibility on his future job. Training for 
a job in a work group or in an organized institution 
can fulfill far better such a patient’s basic emotional 
needs. Experience with this type of patient has 
shown that jobs in hospitals, as elevator men or 
maintenance workers or librarians, offer ideal solu- 
tions. Or, when rehabilitation of a young girl with 
a hysterical personality with all the colorful affec- 
tive, artistic and seductive qualities and needs that 
are part of it is evaluated, one must realize that even 
though she may be a good mathematician, she prob- 
ably would be a misfit emotionally in an accountant’s 
office; whereas a young compulsive woman, with her 
characteristic exacting attention to details, and her 
reserved, controlled and reliable, systematic ways of 
living, would be equally misplaced as a beautician or 
milliner. 

These considerations enter into numerous prob- 
lems of medical management, including the prescrip- 
tion of diets. To take only the last two patients as 
illustrations: if a diet is prescribed for the compul- 
sive type of patient, one will do well to ask him to 
balance his calories on his own as skillfully and com- 
pletely as he balances his checkbook. By doing this 
he is permitted to replace the frustrations of dieting 
by substitute gratifications in other areas of his per- 
sonality needs. However, when one is dealing with a 
hysterical patient, it will be better to avoid adding 
to the burden of his diet the strain of being sys- 
tematic about it. Instead, he will need as compen- 
sation for these restrictions his doctor’s unfailing in- 
terest as well as frequent contact with his physician, 
who represents an emotionally important figure. Sim- 
ilar considerations are possible for the childlike, de- 
pendent type, whose diet should be set up around the 
foods that are most desirable and tempting for him, 
whereas the anxious patient may do best when the 
emphasis is put on the healthiest aspects of his diet. 

A question frequently raised is, Why is this called 
psychotherapy, and why does it look like simple 
common sense and not at all like what is mostly ex- 
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pected as the result of complicated psychiatric think- 
ing? What is called medical psychotherapy here 
differs in certain aspects from psychiatric therapy 
proper, which is concerned with neuroses, psychoses 
and severe emotional disturbances and has its special 
technics and special goals. However, psychiatric 
psychotherapy involves, in addition to many more 
complicated technical principles, the same aspects 
and technics that I have outlined here.**> As far as 
the similarity to simple common sense is concerned, 
it may be said that any good psychiatric procedure 
comprises common sense. The complications of the 
psychiatric approach lie in the evaluation of the 
clinical data and in the elaboration of the theoretical 
system by means of which one arrives at one’s conclu- 
sions. Once the main structure and probable etiology 
of the presenting symptom, in this case the leading 
personality trait, has been understood the therapeutic 
intervention follows logically and simply as in any 
clinical science. 


Tue AREA OF SELF-AWARENESS 


There is a third area of significance to which psy- 
chologic insight may be applied constructively. 
Though it refers in the first place to the doctor and 
his self-awareness and to his understanding of him- 
self and of his own emotional needs and conflicts, it 
is reflected in a variety of ways as it affects the 
treatment of his patients. 

First and foremost, the doctor’s intuitive function- 
ing, his diagnostic ability, is at its best when un- 
hampered by inhibitions, resistances, apprehensions 
and prejudices. 

If with some patients a good and effective rela- 
tion cannot be established, this is not always be- 
cause the doctor does not understand the patient, 
but rather because he does not understand his own 
reaction to the patient or to the situation. Most doc- 
tors try to deal with this difficulty by relying on their 
habitual bedside manners: “the good, warm, under- 
standing,” the “strong, reserved all powerful,” “the 
jovial, slightly teasing,” “the charming, captivating” 
type of doctor. This armor seems usually to be ac- 
quired during medical school between the second 
and fourth years and is then often carried for good, 
regardless of whether it fits the situation or not, and 
whether it fits the patient or not."® It generally serves 
the purpose of a defensive system behind which the 
doctors hide whenever they are troubled or concerned 
over a patient or do not understand him or feel in- 
secure. 

It has become the interest of this service to study 
and discuss these attitudes with the professional per- 
sonnel, especially with the house officers of the hos- 
pital. They are encouraged to observe how they re- 
late themselves to‘their patients and how the patients 
in turn react to them. They are asked whether they 
can discover certain types of patients or certain sit- 
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uations that repeatedly lead to unsatisfactory inter- 
personal relations or specially smooth and good re- 
lations. Furthermore, they compare the results of 
their self-study with the experiences of their col- 
leagues. On this basis they are enabled to deter- 
mine whether there are differences in the skill with 
which they handle complaining, demanding, stub- 
born, clinging, independent, overanxious or uncon- 
cerned patients. After this has been established, the 
doctors, contrary to their usual tendency of main- 
taining that these patients simply are more difficult 
to handle than others, attempt now to add some self- 
investigation to learn why a certain type may seem 
more irritating or less manageable to them. It is 
gratifying to see how much can be discovered in this 
way. 

For instance, a woman doctor thoroughly disliked 
“whining, delicately complaining female patients.” 
She even tried to transfer them, whenever possible, 
to other doctors. On the other hand, she preferred 
and took on with real enthusiasm any patients who 
showed some “fighting spirit,” though these patients 
usually present greater difficulties to most doctors. 
She requested an interview to find out what lay be- 
hind this aversion and almost dysfunction in her role 
as a physician. There was hardly anything one could 
contribute beyond what she told spontaneously in 
one hour. Since her early years, she had disliked the 
way her mother controlled the household, and espe- 
cially her father, by headaches and failing health. 
She suspected her mother of being quite well and of 
using complaints purposefully and without true justi- 
fication. She made up her mind always to be a good 
sport and to stand by her father as a strong, re- 
liable soldier. (This decision greatly influenced her 
whole behavior — she really acted like a soldier, 
somewhat tough and rugged.) In going over these 
points, she understood clearly that she had carried 
this conflict into her professional relations, fighting 
innocent strangers as if they were her own mother, 
who had tried to subdue her by illness and com- 
plaints. 

It should not be too difficult to understand that 
such insight helped to decrease the tension and diffi- 
culties that this doctor had lived out before with 
some of her patients. 

For all physicians there are situations that are 
more charged than others in which unknown anxi- 
eties, prejudices against certain types of behavior 
and personal involvement with patients, interfere 
with one’s ability to function freely. Unless these 
problems are understood and controlled, doctors can- 
not achieve their best potentialities. 

This may be illustrated further by a special dis- 
cussion pursued with the young medical doctors of 
this hospital. In a series of conferences, the marked 
lack of genuine interest in aging patients that the 
doctors showed was investigated and found to be due 
to a number of emotional factors, none of which had 
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been recognized by the doctors before the extensive 
discussion but all of which were clearly perceived in 
the course of the conference. 

It was discovered that it is not true, as many of 
them thought at first, that “aging patients do not 
offer the same interesting variety of diagnostic prob- 
lems.” Actually, they do, in addition to the more 
common general conditions characteristic of the ag- 
ing organism. Thus, they are not “less interesting 
medically” than younger patients, but might be even 
more interesting. 

However, “they are less promising as far as resti- 
tution is concerned.” The emotional background of 
this criticism proved to refer to an adolescent day- 
dream that determines for many young people the 
choice of medicine as their profession — namely, a 
rescue phantasy, centering around the wish to be the 
benevolent figure in whose hands the fates of people 
are put. This daydream of restoring all that goes 
wrong with human beings, of saving people, of being 
of supreme service and thus of becoming a beloved 
leader is certainly severely thwarted in work with the 
uncomfortable, ailing invalids in the older age group. 

There is another, not too small group among the 
future doctors who are concerned with their own 
health and who chose a medical career to learn the 
secrets of how to fight disease and death. For these 
doctors, the elderly patients and particularly the pa- 
tients with chronic conditions or cancer represent a 
threat, pointing up the fragility of the body and its 
gradual! decline — unavoidable in spite of intense 
medical effort. Thus, they seem to be “less desir- 
able” patients because of the discomfort, uneasiness 
and anxiety they create in these doctors. 

Working with older patients involves another im- 
portant factor that the doctor must become aware 
of if he is not to get entangled in it. This is espe- 
cially true of the younger men and women who at 
the time of their internship have scarcely consoli- 
dated their feeling of independence. Having just 
broken away from the protective or controlling in- 
fluence of their elders, they are suddenly, at this 
early stage of their professional existence, confronted 
with familiar figures resembling their parents and 
grandparents, aunts and uncles, who demand that 
they be taken care of and that the house officers be 
at their disposal, spend their time with them and 
listen respectfully to all that the patients find essen- 
tial to complain about. The doctor easily feels put 
upon and uncomfortable in his new, faltering au- 
thoritative position and thus is inclined to avoid and, 
somewhat, to neglect these patients. He usually finds 
some kind of rationalization to justify his attitude. 
On the other hand, the same similarity between the 
parents and the older patients might stimulate some 
of the doctors to devote themselves most lovingly to 
the aged —- and as long as this enhances their work 
and is not complicated by overwhelming concern, no 
objection to it is necessary. 
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ConcLusions 

In the doctor’s work, psychologic understanding is 
of profound importance. It enables one to gain the 
most helpful perspective and awareness of one’s own 
involvement as well as to comprehend the patient’s 
life pattern and his basic reactions to his sickness and 
all it entails, including his relation to his physician. 
The doctor’s own feeling of freedom and security 
provides clarity of thinking and the best potential for 
his intuitive diagnostic functioning. It permits him 
to observe the patient fully, protects him and the 
patient from rigid, defensive bedside manners and 
secures for the patient a great feeling of safety de- 
rived from this medical care. This, in turn, evokes in 
the patient all his positive strength, his willingness to 
co-operate and his constructive wish to get well and 
to do right by himself and by his doctor. Thus, the 
optimal psychosomatic condition is established that 
may make the difference between a patient who 
wants to live and the apathy and sabotage of the pa- 
tient who lets himself die. 
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MEDICAL PROGRESS 


CHANGING INDICATIONS FOR PULMONARY RESECTION 
IN TUBERCULOSIS SURGERY* 


Joun W. Bett, M.D.+ 


SUNMOUNT, NEW YORK 


"THE remarkable accomplishments of the antituber- 

culous drugs, which today bring 80 per cent of the 
patients to the sputum-negative state, after six months 
of original treatment, have, in turn, affected the 
current indications for pulmonary resection. Formerly 
a last resort measure, pulmonary resection, at the in- 
ception of the chemotherapy era, was concerned al- 
most exclusively with cases in which medical treat- 
ment had failed. As medical control improved with 
the institution of prolonged twin-drug chemotherapy, 
tuberculous empyemas, endobronchial disease and 
destroyed lobes or lungs became much less frequent. 

The emphasis on surgical therapy for control of 
the patient’s disease has shifted to the possibilities 
inherent in prophylactic resection for the prevention 
of future relapse. A plan of selection, based on the 
anticipation of treatment failures (“predictable 
failures”), may offer greater immediate and long- 
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*From the Veterans Administration Hospital. 
7Chief, Surgical Service, Veterans Administration Hospital. 


term gains in the elimination of this chronic, relapsing 
disease. 

It is the purpose of this communication to describe 
present surgical concepts, based on experience with 
nearly 500 resections for tuberculosis. 


Tue Ciosep Lesion Necative SputTuM 


In 1950, at the instigation of E. M. Medlar, the 
surgeons at the Veterans Administration Hospital, 
Sunmount, New York, were among the first to begin 
the resection of noncavitary residual lesions. In the 
first specimen removed by wedge resection on October 
10, 1950, tubercle bacilli were demonstrated on smear. 
This specimen, according to Dr. Medlar’s statement,* 
was “as far as I know, the first dated, primary mini- 
mal pulmonary tuberculous lesion in which the roent- 
genographic findings, the clinical history, the effect of 
clinical management (18 months bed rest, 4 months, 
SM, 1 Gm daily, and PAS, 12 Gms. daily), and the 
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observations at operation could be compared with the 
actual pathologic condition.” 

From a study of approximately 1000 serial sections 
of this lesion, he gave the following explanation: 

. . . the disease started as a minute microscopic focus 
which necrosed, spilled out, and thus gave rise to several 
other foci in adjacent normal lung parenchyma. All of 
these new foci did not behave alike, due probably to a 
different dosage of bacilli. One oreceedel to organiza- 
tion by scar formation, without undergoing necrosis, and 
four proceeded to necrosis. The necrotic debris in the 
latter foci were in such a physical state that sloughing 
into a bronchus could easily have occurred, had such 
a structure been strategically located. 

A different anatomical relationship of bronchi 
to necrotic foci could easily have occurred in this case 
had the parenchymal involvement been in an area one 
millimeter or so closer to the bronchial distribution. From 
this it would appear that the relation of a parenchymal 

meumonic lesion to a well-formed bronchus may well 
the determining factor in the intra pulmonary dis- 
semination of the disease.” 
Subsequent proof of the essential unpredictability of 
this residual necrotic lesion has been furnished on 
both a pathological and a clinical basis.’ 

The report® that simple excision might be useful by 
removing the nidus of potential relapse gave rise to 
conflicting opinions in the surgical literature* that 
have not yet been reconciled. 

Regardless of the pathological implications of the 
closed necrotic focus, the essence of this debate seems 
to be in the incidence of clinical relapse after long- 
term follow-up study of parallel resected and non- 
resected series. 

To eliminate as many variables as possible and at 
the same time to evaluate the effect of resection on the 
frequency of relapse, a protocol for random selection 
was introduced at the twelfth combined Army, Navy 
and Veterans Administration Conference on the 
Chemotherapy of Tuberculosis.5 Patients with bac- 
teriologically proved tuberculosis, with or without a 
cavity at the beginning of original chemotherapy, 
were considered eligible for inclusion in the random 
group when the target point had been reached. Such 
a point has been defined as an arbitrary one at which 
lesions have appeared stable on serial films for at 
least three months, the sputum has been negative for 
a similar period, and the presence of a cavity can 
be reasonably excluded by recent planigrams. 

The Veterans Administration Hospital at Sun- 
mount, New York, has participated in this program 
since June 1, 1953. As of December 31, 1954, a total 
of 59 cases, reaching the target point, have been se- 
lected at random for resection of residual necrotic 
lesions, and 26 for nonresection.® In follow-up ob- 
servations extending up to eighteen months, 2 “re- 
lapses” have occurred in the resected, and 2 in the 
nonresected group. Both “relapses” in the resected 
group were bacteriologic, 1 consisting of a single posi- 
tive gastric culture. In neither case was any unfavor- 
able change seen on x-ray examination. 

Similarly, in the nonresected group, both relapses 
were Clinically benign. One was bacteriologic, with 
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one positive culture a month after the target point, 
and the other was associated with a transient un- 
favorable x-ray change. Although no bacteriologic 
relapse occurred in the latter case, the recently chang- 
ing lesion was resected within four weeks without 
change in chemotherapy. Cultures of the lesion were 
negative for tubercle bacilli. 

It is apparent that, within the limits of this study, 
there is no significant difference in the incidence of 
relapse between patients with and those without 
resection of the residual closed lesion. In this con- 
nection, Jenkins and his associates’ reported a relapse 
rate of 6 per cent in 110 nonresected target-point 
patients followed for periods of four months to three 
years. A much larger number of patients, with com- 
parable data, will have to be followed for five years 
or more before more than preliminary conclusions 
can be reached. In relation to the long-term study 
of patients with closed lesions, Mitchell* found a 
mortality of 22 per cent among 472 patients with 
advanced pulmonary tuberculosis but with no cavity 
on admission who were followed for a twenty-year 
period. It may be recalled, however, that none of 
these patients had the benefit of prolonged anti- 
tuberculous chemotherapy, or serial planigrams to rule 
out the presence of a small cavitary focus. 

In addition to the routine inclusion of closed lesions 
on a random basis, other indications for the excision 
of closed lesions have been recognized in patients not 
eligible for inclusion as random subjects under the 
terms of the protocol. It is realized that these recom- 
mendations are made largely on an empirical basis. 
As yet, no factual data are available that permit a 
surgical policy to do more than improve what appears 
to be an already favorable outlook. 


Indications for Excision 


All suspected tuberculomas are removed for the 
sake of both diagnosis and treatment. Particularly, 
surgery is considered to be indicated when there has 
been x-ray instability or unfavorable changes in the 
lesion, with or without specific therapy. 

Undiagnosed or peripheral pulmonary “coin le- 
sions” are resected because of the ever-present possi- 
bility of malignant change particularly in the older 
age group. 

Dense lesions, probably conglomerate caseous 
nodules, which measure 4 cm. or more in diameter, 
are recommended for excision, particularly if they 
are discrete and require removal of minimal lung 
tissue. 

In patients with residual closed lesions who, be- 
cause of “constitutional inadequacy,” psychopathic 
personality, alcoholism, systemic disease such as 
diabetes, age, sex or race, or other factors that 
affect the prognosis, and who, because of these 
preceding qualities, will not follow a recommended 
medical regimen, or are not amenable to further 
medical supervision, resection is recommended. 
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Patients exhibiting resistant organisms to one or 
more drugs before sputum conversion were ex- 
cluded from the random protocol, and resection 
was advised. 


These patients were all resected in the sputum- 
negative state, without a wait for the target point 
to be reached and yet, presumably, with complete 
antibacterial control. It is important that there were 
no tuberculous complications of resection surgery in 
the entire group. 


Tue Open Lesion witn NEGATIVE SpuTUM 


In addition to patients with a closed lesion and 
negative sputum in whom the indications for pul- 
monary resection are unsettled, there are patients 
in whom the sputum has been converted to the 
negative state, after a period of original or retreat- 
ment chemotherapy, and yet open lesions persist on 
serial planigrams. The phenomenon of sputum con- 
version for three months or longer, associated with 
residual annular shadows, is observed in this group.° 
Such cases constitute 20 to 40 per cent of the total 
at various periods throughout twelve months of 
chemotherapy. 

Of 35 patients given original streptomycin and 
PAS therapy for eight months or longer, whose 
sputum was converted but who demonstrated residu- 
al open lesions radiologically, and for whom resection 
was not or could not be done, 18 (51 per cent) 
relapsed to a frankly active state.*° Eight of these 
relapses (apparent on bacteriologic or x-ray study) 
occurred during chemotherapy, and 10 occurred 
largely within a year of discontinuance of drugs. 

Uncertainty whether these annular shadows were 
residual tuberculous cavities, blebs, cysts or bronchial 
deformities, in addition to a clinical relapse rate of 
50 per cent, resulted in the decision to recommend 
resection of these lesions. Accordingly, in January, 
1953, a program of systematic resection of these 
radiolucent areas whenever feasible was begun. In 
the past two years, 149 resections have been per- 
formed on 121 patients with equivocal or unequivocal 
open lesions on x-ray study and with negative sputum 
for at least three months before surgery. 

Indeed, the major surgical group of the resection 
program for tuberculosis, which includes the patients 
with closed lesions and negative sputum, open lesions 
and negative sputum and open lesions and positive 
sputum, consists of cases in which the sputum is con- 
verted to negative through the effect of chemothera- 
peutic agents and yet no satisfactory cavity closure 
occurs. 

The clinical problem of prognosis for this group 
is, simply, that it is impossible to predict from serial 
x-ray examination whether an individual lesion rep- 
resents a cavity, bleb or bronchial dilatation, and 
whether or not it harbors viable tubercle bacilli. Cer- 
tainly, some of these lesions are innocuous, for, in 
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many cases, one must qualify the preoperative radio- 
graphic impression by stating that the lesion in 
question represents an equivocal cavity. 

A great deal of attention has been given to the so- 
called open healing of cavities. Thought to be 
largely a phenomenon of prolonged chemotherapy, 
particularly with isoniazid, these cavities are lined 
with fibrous connective tissue, and are often asso- 
ciated clinically with negative sputum and gastric 
cultures. However, a certain number of cavities 
(which are almost all connected macroscopically 
with the bronchial tree) have necrotic fragments in 
their walls in which viable tubercle bacilli are 
lodged.’*** There is no roentgenographic method 
presently available to distinguish which cavities are 
ostensibly healed and which are’ incompletely 
sloughed. Since the latter have been found by most 
investigators to yield a high percentage of positive 
cultures, and the anatomic state of healing as judged 
by an x-ray shadow remains indeterminate, excision 
of this type of lesion is recommended. 

Attempts have been made to obtain a clinical and 
pathological correlation that will help predict the 
possible behavior of these lesions.** 

It is regretted that all of the resected open lesions 
with negative sputum have not yet been subject to 
complete histologic examination. Dr. E. M. Medlar?® 
has agreed to review this material and has kindly 
examined occasional specimens. Gross observations 
suggest the following preliminary conclusions: 


The majority of open negative lesions are tuber- 
culous cavities. 

Blebs, cysts and related phenomena of local ob- 
structive emphysema form a minority of the group 
of annular shadows. 

Ectatic bronchi and bronchial developmental 
anomalies account for a third small part of the 
residual “open” lesions. 

Careful bacteriologic examinations of all open 
lesions, with random sampling of adjacent closed 
lesions, gives a rate of almost 50 per cent positive 
specimen cultures in the 147 patients with open 
lesions and negative sputum. The fact, then, that the 
majority of such lesions represent tuberculous cav- 
ities and that at least half the resected material 
yields viable bacilli is a possible explanation for the 
relapse rate seen in the patients with unresected 
open lesions and negative sputum while they are still 
receiving drugs, or during the first twelve to eighteen 
months after drugs have been discontinued. 

Surgical experience with these patients has in- 
cluded a variety of pulmonary resections. In general, 
one or two segments or a lobe were removed. Wedging 
of residual closed lesions was performed whenever 
feasible, depending on the size and location of the 
lesions. The removal of all palpable disease, the 
theoretical aim, is accomplished in approximately two 
thirds of the cases. As one would anticipate, the 
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extent of excision has been, in most cases, greater 
than that in the group with closed residual noncavi- 
tary lesions. 

The absence of major tuberculous complications 
after resection in the sputum-negative patient with 
closed lesions suggested that local excisions, including 
wedges, subsegments and segments, could be per- 
formed with the same safety in the group with open 
lesions and negative sputum. 

Confidence that the absence of positive sputum 
was necessarily a guarantee of effective drug control 
was shaken by 3 reactivations occurring within a 
six-month period in 1954. Each patient had demon- 
strated negative sputum by culture for at least three 
months before resection, In each, a bisegmental ex- 
cision was performed (apical posterior segment of 
the upper lobe), with the impression that 95 per 
cent, or more, of all apparent disease had been 
removed. In this group, the reappearance of tubercle 
bacilli in the sputum during the first two or three 
postoperative months, as well as x-ray evidence of 
active exudative disease adjacent to the operative 
site, made the diagnosis of reactivation (or local 
spread) unequivocal. 

Review of all surgical complications in the patients 
with open lesions and negative sputum yielded 5 
additional cases of postresection reactivation oc- 
curring in earlier years (1951-1953). 

These 8 examples of failure of both drugs and 
surgery to control the disease had several factors in 
common. One patient had a primary resected speci- 
men, which was negative on culture. Evidence of 
tuberculous reactivation on the ipsilateral side was 
apparent on the x-ray film three weeks whereas 
bacteriologic relapse did not occur until four months 
after operation. At that time bacilli susceptible to 
both streptomycin and PAS were present in the 
sputum. 

Of the 7 patients who had positive specimens, only 
1 had susceptible organisms cultured from the tissue. 
Although this man had slowly resolving infiltration 
during convalescence from a superior segmental ex- 
cision on the right, positive sputum did not appear 
for three and a half years, when tubercle bacilli, 
fully resistant to two drugs, were demonstrated. 

In each of the remaining patients whose resected 
specimen was positive by culture or guinea-pig in- 
oculation the organisms were moderately or com- 
pletely resistant to the drugs being administered. 
When the bacilli reappeared in the sputum, signifying 
bacteriologic relapse, they exhibited the same re- 
sistance pattern that was apparent in the resected 
tissue. Furthermore, in retrospect, each of the 7 
patients had demonstrated beginning resistance to 
one or more drugs before the sputum had been con- 
verted to the negative state preoperatively. 

{n essence, then, operations were being performed 
on patients with little or no effective chemotherapy— 
patients actually with open lesions and negative 
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sputum with resistant bacilli. Ultimate control of the 
disease was achieved by further surgical resection 
in 5 cases (superior division of the left upper lobe 
in 1, secondary lobectomies in 3 and pneumonectomy 
in 1). The sixth patient was arrested by a change 
in drug regimen. The remaining patient died sud- 
denly of pulmonary hemorrhage, three months post- 
operatively, before secondary resection was contem- 
plated. 

The occurrence of a major tuberculous compli- 
cation in what had been considered a_ uniform, 
relatively innocuous group, led to an analysis of the 
surgically treated patients with open lesions and 
negative sputum. Data were available on 147 pa- 
tients operated on from January, 1951, to January, 
1955. These data, which are presented in detail else- 
where,’® permit the following conclusions: 


The achievement of sputum conversion by origi- 
nal or repeated chemotherapy does not necessarily 
guarantee effective drug control for purposes of 
pulmonary resection. 

Various degrees of drug resistance to one or 
more drugs developed before sputum conversion in 
12 of 68 patients (17.5 per cent) receiving original 
treatment, but were twice as frequent in 33 of 79 
patients (41 per cent) in the retreatment group. 

In a third of patients showing some degree of 
resistance in preconversion sputum, a_ positive 
specimen was obtained. 

Patients with evidence of a resistance pattern 
in the sputum, before reaching the negative state, 
will show equivalent, if not greater, resistance in 
the resected tissues that are positive on culture. 

The group with open lesions and negative spu- 
tum is not uniform from the surgical standpoint. 
Among those who show preconversion resistance 
will be a dangerous few (10 per cent) who are 
actually in the reststant state when operated upon. 

In 7 of 13 patients with uncertain drug control, 
limited excisions, such as segmental or wedge re- 
sections, resulted in prompt implantation reactiva- 
tion of disease in the operative site. 

Although any type of limited procedure to effect 
removal of all apparent disease has been safely 
carried out in 90 per cent of the patients with 
open lesions and negative sputum, primary lobec- 
tomy is performed in the dangerous or unpre- 
dictable 10 per cent. 


Tue Open Lesion with Posittrve SputuM 


The patient who completes an original or retreat- 
ment program of nine to twelve months, with sputum 
intermittently positive or unconverted and with a 
remaining cavitary lesion, is perhaps the major prob- 
lem of the tuberculosis surgeon today. The fact that 
such a patient may be considered a chemotherapeutic 
failure is no comfort to the surgeon who is urged to 
correct this situation. In fact, he knows that this 
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failure of drugs to control the bacillary state in the 
presence of unyielding morphology is a distinct 
threat to the success of any treatment plan he may 
recommend. 

The rate of open (cavitary), positive disease at 
the end of six to eight months in patients who re- 
ceived original twin-drug combinations is approxi- 
mately 20 per cent in this hospital. The number is 
almost double when they are retreatment cases. 
These figures are comparable to composite tables 
drawn up by the Veterans Administration, Army and 
Navy for the entire country.’’ It is recognized that 
any given incidence of end results varies with such 
factors as age, sex, race, extent and distribution of 
disease, different drug combinations and many other 
factors. 

The magnitude of this problem is apparent when 
it is recalled that in this group, which represents 
uncontrolled tuberculosis and in which the major 
morbidity and mortality of the disease result, the 
prognosis is depressing unless surgery can arrest the 
progress of the disease. 

The reputation of thoracoplasty in achieving arrest 
of the patient with cavitary tuberculosis is enviable, 
and presents a definite challenge for pulmonary re- 
section. During the inception of specific antimicro- 
bial drugs and pioneer efforts in resection, it was 
natural to continue the recommendation of thoraco- 
plasty, a therapy of proved worth, for this type of 
patient. 

The recognition that antituberculous drugs could 
suppress or eliminate the bacillary population from 
the sputum, and the bacteriologic distinction of re- 
sistance and susceptibility, called attention to the 
fact that effective drug coverage was of primary im- 
portance in reducing or eliminating complications 
after resection. 

A dramatic illustration of this was shown by 
Overholt, Hayes and Wilson,** who operated on 
108 patients within a month or less of the start of 
original chemotherapy. They found that the duration 
of preoperative chemotherapy in no way altered the 
postoperative morbidity or mortality, provided cer- 
tain surgical criteria were met. These were as fol- 
lows: 


Pulmonary reserve should be adequate. 

The offending lesion should be confined to the 
unit resected—whether a segment, lobe or lung. 

The resection should be planned as the primary 
procedure. 

The resection should be properly timed, with 
adequate rest and preoperative drug therapy to 
control toxicity, to reduce excessive bronchial se- 
cretions and to stabilize lesions in other areas. 


Again, the duration of preoperative chemotherapy, 
or operative procedures, did not appear to influence 
the percentage of patients who were well with nega- 
tive sputum at one and a half to three and a half 
years of follow-up study. 
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Numerous reports since 1950'*?° attest to the 
steadily diminishing frequency of postoperative em- 
pyemas, bronchopleural fistulas and tuberculous re- 
activations, This has been the consequence of more 
prolonged and efficient antituberculous drug regimens 
and continued improvement in resection technics. 

On the premise that adequate antimicrobial cov- 
erage is a major factor in any surgical effort, par- 
ticularly resection, the patients with sputum-positive 
cavity lesions have been divided into those with 
sputum bacilli that are resistant or susceptible to the 
drugs they are receiving at the time surgery is con- 
templated.** 

Since every patient with an open lesion and positive 
sputum eventually is theoretically or actually com- 
pletely susceptible to drugs during the first few 
months of treatment, there would be little gain in 
prolonging treatment to the emergence of bacterial 
resistance if such an outcome could be predicted. 

With this time factor in mind, certain radiologic 
and bacteriologic findings are considered useful in- 
dications of these potential drug failures during the 
early months of chemotherapy. The radiologic find- 
ings are as follows: 


Cavity size of 3 cm. or over. 

Cavity location in the extreme apical or pos- 
terior segment, and those lesions persisting under 
a thoracoplasty. 

Cavity configuration—thick walled, hanging or 
stellate. 

Multiple adjacent cavities, or those with a honey- 
comb appearance. 

Cavity with associated bronchial abnormalities 
such as stenosis and ectasia. 


Bacteriologic considerations are as follows: 


Failure of the sputum to become negative in 
the first six months of therapy. 

Failure to reduce significantly the bacillary con- 
tent of the sputum in the first three months of 
chemotherapy. 

Development of partial resistance to two or 
more drugs. 


When one or more of these radiologic findings are 
present, the cavity will usually not close, and in the 
presence of one or more of the bacteriologic findings, 
sputum conversion is unlikely. In other words, failure 
of the sputum to become negative or relapse to the 
positive state during continued chemotherapy is al- 
ways associated with persistence of open lesions.° 

Most of the cavities present at the onset of treat- 
ment that are going to close during a subsequent 
period of observation in a total of twelve months 
or more will have closed within the first six months; 
the same statement is true of sputum conversion. 
In a group of cases, most of which were moderately 
advanced, the six-month observation point appears 
to be the time at which to determine to use some 
other adjunct to the chemotherapeutic regimen.” 
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Further support for the policy of early selection of 
and operation on patients with anticipated open 
lesions and positive sputum is provided by surgical 
results with 83 resections in 75 patients with sputum- 
positive cavitary lesions. Of 28 receiving original 
chemotherapy, 19 still had susceptible organisms at 
the time of operation. There was 1 major tuberculous 
complication, Of the remaining 9 patients who had 
resistant organisms, there were tuberculous compli- 
cations in 5. 

Similarly, in the retreatment susceptible group, 
there were 3 major tuberculous complications among 
22 resections, and in the resistant group, 9 among 33 
resections. 

It has been found that, when positive cultures are 
obtained from the resected tissues of these patients 
(a rate over 90 per cent for open lesions and positive 
sputum), bacilli will be present with equivalent or 
greater drug resistance than was found in the last 
preoperative sputum. This may, in part, explain the 
frequency of complications after resection in the pa- 
tients without effective drug control. 


Discussion 


It is believed that a distinction can be made be- 
tween the patient who completes an original or re- 
treatment period with negative sputum and closed 
or open lesions and the one who fails not only to close 
a cavity but also to exhibit sputum conversion. In the 
former, elective surgery may be considered prophy- 
lactic, whereas the requirement for surgery in the 
latter is almost of necessity therapeutic. 

The place of resection in the treatment of a de- 
stroyed lung, lobar bronchiectasis and fibrostenosis of 
a major bronchus has changed very little.** Fortu- 
nately, the success of antituberculous drugs has dra- 
matically reduced the occurrence of these conditions. 

The indications for resection surgery in the patient 
with negative sputum at any point during the latter 
part of his chemotherapy program, whether the 
lesion is open or closed, must be based upon the 
propensity of his residual disease to cause future re- 
lapses. A vital consideration is the anatomic age 
(stage of healing) of the lesion.** 

The element of unpredictability, inherent in the 
morphology of the residual lesion after treatment 
(particularly the filled-in cavity), then, is the key 
for surgical rationale. Its subsequent reflection in a 
minimal clinical relapse rate for the target-point 
residua, but a greater frequency in the group with 
open lesions, and negative sputum, has formed the 
basis for the policy of resection discussed above. 

From the arbitrary standpoint that tubercle bacilli 
harbored in these lesions are capable under certain 
conditions of producing, at any time, progressive tu- 
berculosis, the safety of any residual lesion is con- 
sidered to be a highly relative and individual matter. 
Until more rigid criteria can be delineated on a clin- 
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ical, radiologic and pathological basis for the selec- 
tion of surgical candidates, the indications will be 
founded on the comparative relapse rate in similar 
resected and nonresected groups. 

Regardless of the sputum state (although a nega- 
tive sputum is desirable because it implies chemo- 
therapeutic control or relatively quiescent disease) - 
resection is regarded as the surgical treatment of 
choice. 

As mentioned above tuberculous complications 
have been very rare in patients with closed lesions 
and negative sputum, open lesions and negative 
sputum or open lesions and positive sputum, pro- 
vided drug-susceptible organisms were present in 
sputum and resected tissue. In patients with cavitary 
lesions and negative or positive sputum at the time 
of surgery, major tuberculous complications have 
reached the rate of nearly 33 per cent when resistant 
bacilli were found in the sputum or resected tissues. 
Such patients who are being retreated are likely to 
become resistant to the current regimen.”® 

Although considerable emphasis has been given to 
the sputum state before surgery, assembled Veterans 
Administration statistics‘? mention only a 10 per cent 
difference, in favor of satisfactory results after re- 
section, in the sputum-negative patient. 

Since microscopic spillage of tubercle bacilli may 
be estimated to occur in nearly 100 per cent of the 
cases during pulmonary resection, it seems apparent 
that every effort should be made to avoid spreading 
organisms into the parenchyma of the remaining 
lung. Such spillage has been innocuous when occur- 
ring in the patient with good chemotherapeutic cov- 
erage. However, in the patient with known or un- 
suspected resistant bacilli, the lack of effective drugs, 
when spillage occurs, is regarded as a major factor in 
postoperative reactivations. 

With the foregoing observations in mind, the fol- 
lowing recommendations have been adopted. Because 
of the known higher rate of space problems after seg- 
mental resections, and the inevitable opening of more 
raw surfaces in this procedure than in the average 
lobectomy, anything less than lobectomy has been 
avoided for the patient known or suspected to have 
resistant bacilli or ineffective drug control. 

The ideal situation in the patient with an open 
(cavitary) lesion and positive or negative sputum in 
whom bacilli are resistant to two or three of the com- 
monly used drugs who is undergoing resection, with 
Viomycin or Pyrazinamide coverage, is to accomplish 
lobectomy and be favored with anatomically com- 
plete fissures. In the absence of this, every effort 
should be made to repleuralize the area of incom- 
plete fissure separation. One must also resist the 
temptation to wedge closed lesions from the middle 
or lower lobes of such patients. If the question of re- 
section of the superior segment arises in addition to 
the upper lobe, the indications should include a 
known or suspected cavitary lesion, closed lesions over 
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4 cm. in diameter and the possibility of minimal or 
no spillage when the superior segment is dissected 
from the basilar segments. Blunt dissection of a 
superior segment, from heavily seeded basilar seg- 
ments (3 to 5 mm. in diameter) has resulted in an 
appreciable number of fistulas, local empyemas and 
late tuberculous reactivation in the remaining portion 
of the lower lobe. 

Since this policy has been in effect, no significant 
postoperative complications have occurred, regardless 
of the sputum state or lack of chemotherapy. 

No discussion of experience with resection surgery 
in tuberculosis would be complete without a brief 
consideration of the role of chemotherapy in the post- 
operative period. The largest group of resection fail- 
ures, at present, is made up of patients who have left 
the hospital against medical advice after receiving 
one or two months of postoperative chemotherapy. 
Because excisional therapy is only an incident, and 
not the end point, in the over-all management, a mini- 
mum of six months of drug therapy after operation 
has arbitrarily been recommended. In the event that 
viable bacilli are recovered trom open or closed le- 
sions, this period has been extended to nine months 
and, in some cases, to twelve months. One of the 
major concerns is the amount, distribution and size 
of residual disease. In patients with borderline drug 
coverage at the time of surgery and resistance to one 
or more drugs found in cultures of resected material, 
it seems reasonable, with present knowledge, to ad- 
vise treatment for a full year after resection. Future 
estimates of postoperative drug requirements will also 
have to be based on long-term relapse rates between 
parallel operated and nonoperated groups, and among 
resected groups with and without apparent residual 
disease. 


SUMMARY AND CONCLUSIONS 


The introduction of specific antituberculous drugs 
and the subsequent refinements in administration over 
the past five years have resulted in a considerable 
proportion of patients ending their treatment period 
with negative sputum. 

This is undoubtedly a desirable situation if the 
safety of relapse from the residual lesion, whether 
open or closed, could be assured. Current studies in- 
dicate that the frequency with which tubercle bacilli 
may be recovered from “closed” necrotic lesions is 
directly related to the anatomic age (stage of heal- 
ing) of the lesion. 

Present evidence suggests that patients with non- 
air-containing nodules, either filled in or unsloughed, 
and negative sputum bacteriology during prolonged 
antimicrobial therapy need not routinely be subjected 
to resection for prophylactic reasons. Certain specific 
indications that may exist in this group are described. 

Patients completing treatment that results in 
sputum conversion but a residual annular shadow, 
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not distinguishable trom a tuberculous cavity, have 
been found actually to have an unhealed cavity in 
over half the resected cases. In addition, viable 
tubercle bacilli have been recovered in nearly half 
these specimens. This fact, correlated with a clinical 
relapse rate of approximately 51 per cent in the pa- 
tients with unresected, open lesions and negative le- 
sions, still on chemotherapy, or within twelve months 
after cessation of drugs, has caused this group to be 
included routinely in the indications for resection. 
The preliminary results of a short term follow-up 
study in the patients with resected, open lesions and 
negative sputum show a relapse rate of approximately 
10 per cent. A more detailed report is in progress. 

Although, by definition, the group with open 
lesions and negative sputum have had negative 
sputum cultures for at least three months before re- 
section, experience has shown that the patients are 
not uniform from the bacteriologic standpoint. 

Any type of surgical excision has proved safe in the 
patient with satisfactory coverage by antituberculous 
drugs. Negative sputum preoperatively, however, 
may not guarantee effective control for pulmonary 
resection. In a third of the group with open lesions 
and negative sputum (45 patients), resistant strains 
were apparent to one or more drugs before sputum 
conversion. Thirteen of these 45 patients, represent- 
ing 10 per cent of the over-all group, exhibited re- 
sistant bacilli in the operative specimen. Local ex- 
cision in these patients may invite early or late re- 
activations of disease. 

A resection plan that avoids segmental excision in 
patients with open lesions and negative or positive 
sputums who become resistant to therapy is suggested. 

Without these bacteriologic data available, a sur- 
geon can suspect that resistant tubercle bacilli may 
be found in a patient with delay in converting sputum 
(beyond the first three or four months) who reaches 
the open negative state with an unequivocal cavity 
after prolonged original or retreatment chemotherapy. 
Similarly, a patient with a cavitary lesion and positive 
sputum who is being retreated is much more likely 
to become resistant to his current regimen and to have 
resistant bacilli in the resected material. In these 
patients, simple excision is probably unwise, and such 
a seemingly radical operation as lobectomy may be 
the safest and most conservative procedure if it avoids 
secondary lobectomy or thoracoplasty. 

With the impression that control of the disease is 
of paramount importance in the safety of pulmonary 
resections, an effort has been made to anticipate, on 
the basis of certain morphologic and _bacteriologic 
criteria, the eventual patient with an open (cavitary) 
lesion and positive sputum, and to recommend re- 
section at a time when full drug control may be 
assured. 

I am indebted to Dr. James W. Raleigh, chief, Tubercu- 


losis Service, Veterans Administration Hospital, Sunmount, 
New York, for suggestions on the medical aspects of this 
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study and to Dr. E. M. Medlar for a review of the state- 
ments on pathology. 


REFERENCES 


Medlar, E. M. 

Idem. Behavior of pulmonary tuberculous lesions: pathological 

Am. Rev. 71: 1.243, 1955. 

3. Ryan, B. J., Medlar, E. M., and Welles, E. S. Simple excision 
in treatment of pulmonary tuberculosis, J. Thoracic Bure. 23: 327- 


4. O'Brien, J. A. C., Ti, _ and 


tom 


O’Rourke, P. V nt chaos rding. resection 
lesions in pulmonary osis. J. Thoracic 26: 


5. Proceedings a twelfth , ee conference on chemo- 
t 


and Bell, J. W. Randomized 


6. Raleigh, ker, 
resection necrotic reliminary report on pilot 


study. VI. Tr. Conf. Chemother. of Tuberc. 14:199, 
7. Jenkins, D. E., et al. In panel discussion. Changing 
modern treatment a tuberculosis. Am. Rev. Tuberc. 70: 


8. Mitchell, R. S. Mortality and relapse of uncomplicated advanced 


pulmo tuberculosis before chemotherapy: 1, consecutive ad- 
missions followed for fifteen to twenty-five years, 1. Relationshi ip 
¢ , factors determined on admission. Am. Rev. Tuberc. 72:48 


h, W., and Welles, E. S. Coordina- 
tion of surgery anc in of pulmonary 
tuberculosis. Thoracic 29: 151-162, 

cigh, J. Problem o opensnegative® case. Paper pre- 
sented at a nine of ot National Tuberculosis Association, Mil- 
waukee, Wisconsin, May 23-27, 1955. 
11. Thompson, haracter of tuberculous cavities 
resec specimens. Am. Rev. Tuberc. 72: 158-170, 


12. , Auerbach, O., Lenert, T. F., Small, M. }. and 
Cower, J ” Late emergence of M. tuberculosis in liquid cul- 
nary tesions resected from humans. Am. Rev. 


Tuberc of pulmo -218, 1954. 


MEDICAL INTELLIGENCE — McDERMOTT ET AL. 


379 

13, J., Lenert, T. F., and 
Cowe Clinzopathologi of demonstration of 
viable sire bacilli in resutted esions. J. Thoracic Surg. 28: 


14. Falk, A., Tucker, W. B., and Kaufmann, J. E. Clinical and 
bacteriologic correlation of resected pulmonary tuberculous lesions. 
Am. Rev. Tuberc. 70:689, 1954. 

15. Medlar, E. M. Personal communication. 

16. Bell, J. W. Problem of resection surgery in sputum negative pa- 
tient. Am. Rev. Tuberc. (in press). 

17. Consolidated tables for the fourteenth Veterans-Army-Navy con- 
| of tuberculosis, Atlanta, Georgia, Feb- 

18. Overholt, R. H., Hayes, E. W., Jr., and Wilson, 
of preoperative ’ chemotherapy 
tality: is prolonged drug thera 
Interim Scientific ~~ of t 


J. Influence 
‘on operative and mor- 
essential? Paper presented at the 
American Trudeau Society, New 

York, November 17, 


19. Steele, J. D., Narwdick, B. Bee and Cadden, A. V. Influence of 
long-term chemot therapy 0 of pulmonary tuberculosis. 
Thoracic 26:4 430, 195 


20. W. Effect of streptomycin in incidence of 
bronchopleural “fistula ter excision for t 
horacic Surg. 
21. Holland, R. H., Bell, ., and E. Pulmonary re- 
on in active cavitary (open-positive) tuberculosis acic 
31:83-91, 1956. 
22. Mitchell, R. In panel discussion. Changing concepts one ts and 18 
treatment of tuberculosis. Am. Rev. Tuberc 
23. Sesnomont of Committee on Therapy. Present status of Bie ke 
-_ raid, 12 in treatment of pulmonary tuberculosis. Am. Rev. Tuberc. 
24. pockenig O., Hobby, S. L., Small, M. J., Lenert, T. F., and 
Vaughan, L. H. Effect of degree of healing u - ‘Persistence of 
tubercle within lesions. Am, Tuberc. 72: 


195 

25. Capel, L. H., and R. S. Relapse. after re- 
re ol durin ng pr rolong acid treat- 
ment of pulmonary ee analysis of nine relapses in 


eighty-two cases. Am. J. Med. 18:557-560, 1955. 


MEDICAL INTELLIGENCE 


ACUTE PANCREATITIS 
AFTER PROLONGED FAST 
AND SUBSEQUENT SURFEIT* 


V. McDermott, Jr., M.D.,+ 
MarsHALL K. Bartiett, M.D.,t 
AND Perry J. Cutver, M.D.§ 


BOSTON 


| ie has been almost customary in all reports dealing 

with acute pancreatitis to refer to the famous case 
reported by Opie.* The appeal of this report lay in 
the fact that a logical cause-and-effect relation was 
established between the obstruction of the distal com- 
mon bile duct by an impacted stone and the develop- 
ment of acute pancreatitis. Innumerable subsequent 
reports concerned with the problem of acute pan- 
creatitis have demonstrated that a single etiologic 
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factor cannot be implicated to explain all cases of 
pancreatitis. Recent reviews of the subject** sum- 
marize well the many causes that must be considered 
when inflammatory disease of the pancreas occurs; 
these include infection, trauma, vascular disturbances, 
activation of the secretory mechanism of the gland in 
the presence of stasis or obstruction, regurgitation of 
bile, metaplasia of duct epithelium, inspissated se- 
cretion, biliary-tract disease, the Shwartzman reaction 
and other related variants of these general headings. 
It is undoubtedly true that there is no single etiologic 
factor by which the development of acute pancreatitis 
can be explained, but if any common denominator 
exists in the majority of the cases, it is probably a 
partial or complete obstruction of the pancreatic 
ducts in the presence of an actively secreting gland. 

The following case is unique not in the clinical 
picture presented but rather in the factors involved in 
the development of acute pancreatitis in a young, 
healthy college student: 


Case Report 


L. E. (M.G.H. 882053), an 18-year-old college fresh- 
man, was transferred from the college in to the 
Massachusetts General Hospital because the attending 
physicians were worried about the possibility of a ruptured 
spleen. 
oot admission the problem was concerned with the cause 
of severe Faas and left-upper-quadrant pain of about 
30 hours’ duratio 

After all the details of the patient’s recent activities had 
been assorted, it seemed probable that the history of his 
present illness dated back 2 weeks, when he returned to 


college from the Christmas vacation. He was a member of 
the freshman wrestling team, and it was the plan for the 


/ 
» ~~ 


coming matches to have him wrestle in the lightweight class 
(123 pounds). Unfortunately, his actual weight at return 
to college was 133 pounds, and he therefore went on a strict 
diet consisting of lean meat, green vegetables and tea, with 
no starches, sugar or fats. After 9 days on this diet, however, 
he had lost only 5 pounds, and, to wrestle in the lightweight 
class, he had to lose 5 more pounds within the next 3 days. 
Consequently, he limited his oral intake even more strictly 
and added to his dietary program frequent visits to the 
steam room and a stringent limitation of liquids by mouth. 
This rigorous program met with success since he weighed 
in on the morning of the match at exactly 123 pounds, 
having lost the necessary weight to bring him down below 
the maximum limit of the class. 

By this time he was naturally extremely hungry and 
immediately after the official weighing-in, he embarked on 
what is fair to call a Gargantuan — of repletion. 
Within the next hour he had a large breakfast, followed 
immediately by a second meal. In this period he consumed 
orange juice, eggs, toast, cocoa, bananas, cream, oatmeal, 
minute steak, potatoes, tea and fruit in sizable amounts. 
He had an excellent recollection of exactly what he had 
eaten, and the total amount can be best summarized by a 
dietary analysis, which showed that within 1 hour he ingested 
a total of 2244 calories, which could be further broken down 
into 238 gm. of carbohydrate, 53 gm. of protein and 120 
gm. of fat. 

Half an hour after he had finished this double meal, pain 
in the left upper portion of the abdomen that radiated 
through to the back developed. After a hot shower and a 
rest, this pain seemed to subside but returned again within 
1 hour and progressed steadily in severity. He made the 
short bus trip with the wrestling team but fortunately did 
not have to wrestle since his match was won by default. 
During the return trip from the match he became extremely 
uncomfortable, and about 10 hours after the onset of the 
lst mild pain, he reported to the college infirmary in severe 
discomfort. During the night he vomited for the Ist time, 
and by the following day he had signs of obvious disorder 
of the upper abdomen. He was then transferred to the 
Massachusetts General Hospital with a tentative diagnosis 
of ruptured spleen. 

On admission physical examination was not remarkable 
except for the abdomen. There was extreme tenderness in 
the epigastrium, left upper quadrant and left flank, with 
spasm of the abdominal muscles in the same general area. 
Only an occasional peristaltic sound could be heard. There 
was, however, no radiation of pain to the top of the left 
shoulder at any time, and x-ray studies showed no free air 
in the peritoneal cavity and none of the roentgenologic signs 
that might suggest rupture or subcapsular hematoma of the 
spleen. The hemoglobin was 15 gm. per 100 ml., and the 
white-cell count 12,000, with 77 per cent neutrophils. 
Urinalysis was negative, and excretory urograms showed 
normally functioning kidneys. 

The diagnosis of ruptured spleen remained a disturbing 
possibility, but because of the relation of the onset of this 
pain to the obvious dietary indiscretion, attention was given 
to the gastrointestinal tract. When a bl amylase, which 
had been drawn on admission, was reported as 52 Russell 
units (normal 8 to 18 units), the diagnosis seemed fairly 
clear. During the 24 hours after admission the patient’s clini- 
cal condition deteriorated; the abdomen became progressively 
more distended and tympanitic, and all peristaltic sounds 
disappeared. Treatment consisted of gastric suction, atro- 
pine, penicillin and streptomycin, parenteral infusions of 
fluids and electrolytes and sedation with barbiturates. About 
36 hours after admission, he began to improve and by the 
4th hospital day the abdomen was entirely negative to 
examination, peristalsis was present and active, and fluids 
were started by mouth. e temperature returned to 
normal on the 6th hospital day, and from then on his oral 
intake was steadily increased. On the 12th day after ad- 
mission, he was discharged back to the college infirmary on 
a 6-meal bland diet. Daily amylase determinations were 
carried out during the hospital stay, and it was not until 
the 10th day that the level returned to normal. Biligrafin 
studies before discharge showed a normal gall bladder and 
biliary tree. 

After discharge the stools were a little bulky and greasy 
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for a few days and then returned to normal. Ten months 
after the acute episode he was entirely asymptomatic in 
every respect and was taking a normal diet without digestive 
symptoms of any kind. 


Discussion 


The interesting aspect of this case is the occurrence 
of relatively severe acute pancreatitis in a healthy, 
active eighteen-year-old boy without biliary-tract dis- 
ease. It seemed reasonable to assume that the rigid 
period of starvation followed by excessive oral in- 
take was the cause of the pancreatitis. It is postu- 
lated that the prolonged period of starvation and de- 
hydration might well have resulted in a thick, inspis- 
sated secretion in the ductal system of the pancreas 
and that the intense stimulation of the pancreas re- 
sulting from an intake of over 2000 calories within 
an hour might well have produced such a sudden in- 
crease in pressure within the pancreatic ducts that 
the rupture of multiple acini would occur, bringing 
about the typical picture of acute pancreatitis. 

This sequence of events is analogous to the method 
of producing acute pancreatitis in laboratory animals 
by ligation of the pancreatic duct and subsequent 
stimulation of the pancreas by feeding.* 


SuMMARY 


A case is reported in which acute pancreatitis in a 
healthy, athletic eighteen-year-old boy followed the 
sudden ingestion of a huge amount of food after a 
period of prolonged starvation and dehydration. 
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RR ECRUITMENT to the nursing profession con- 

tinues to lag far behind the requirements of the 
hospital service. Outspoken comments have recently 
been made on why this shortage of nurses persists. 
A correspondent to the Daily Telegraph suggests that 
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it is because in no other profession is a young girl sub- 
jected to arduous and often dirty manual labor, 
vigorous and often intolerant discipline and inade- 
quate rates of pay. These views have stimulated a 
lively correspondence. They have been endorsed by 
some writers and disputed by others. It is true that 
in the past the student nurse was expected to under- 
take the cleaning of the ward, but this is not so to- 
day. Similarly, the harsh discipline that was once 
inflicted on the nurse in training is almost a relic of 
the past. There may be some in authority who are 
overbearing and short-tempered, but they are not 
confined to the nursing profession. The rates of pay 
for nurses are certainly still not comparable with 
those in other walks of life, but there must be other 
factors in addition to those already mentioned. 

The ease with which women are now accepted as 
medical students has been offered as an alternative 
explanation of the present nursing shortage. Indeed, 
one writer has suggested that although women are 
ideal as nurses, they are unsuitable as doctors. He 
believes that there is a rhythm in nursing that is lack- 
ing in doctoring, in which there is no acknowledged 
time for meals, rest or off-duty; he has said that 
rhythm suits women and that havoc ensues when it 
is disturbed. They become unable to sleep, think or 
conduct themselves selflessly in the interests of their 
patients. Such a harsh dismissal of a woman’s place 
in medicine was quickly challenged by a woman medi- 
cal student. She questioned 10 of her female stu- 
dent colleagues, not one of whom would have chosen 
nursing as an alternative profession if she had been 
unable to train for medicine. 

There are doubtless many aspects of nursing that 
make it unattractive as a profession to young women 
today. On the other hand, it does seem that the real 
cause of the persistent nursing shortage lies deeper 
than most of those commonly mentioned. Indeed, it 
is probably the sense of vocation that is not as strong 
as before. One might well say of nursing what Sir 
William Osler said of medicine: “It is an art, not a 
trade; a calling, not a business, a calling in which 
your heart will be exercised equally with your head.” 
Until this spirit of vocational service is abroad once 
more, the nursing shortage is likely to persist. 


* * * 


A special committee of the British Medical Asso- 
ciation recently considered the problems relating to 
homosexuality and prostitution, and its report has 
been submitted as a memorandum of evidence to the 
Government committee at present considering these 
matters. 

No assessment of the incidence of homosexuality 
in this country is available, but police statistics re- 
flect a definite increase in homosexual practice. The 
usually quoted incidence of male homosexuality in 
Great Britain is about 3 per cent. This is clearly too 
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low an estimate, but it is not thought that the rate 
is as high as the figure quoted in Kinsey’s report for 
the United States (37 per cent of the male population 
having some homosexual experience and 10 per cent 
being exclusively homosexual for at least three years 
of their life). The true incidence in this country 
probably lies about halfway between these extremes. 

Two main groups of homosexuals are recognized 
by the Committee, one of them essential and the 
other acquired. The former group may well have a 
genetic basis for the inversion and are incapable of 
heterosexual relationships. Homosexual habits may 
be acquired as the result of a number of circum- 
stances. Chief among these are segregation of the 
sexes, seduction in childhood or adolescence, con- 
tinuance into adult life of schoolboy or schoolgirl 
conduct and defective home life. 

The Committee did not regard the problems of fe- 
male homosexuality as presenting any serious social 
problem. On the other hand, many aspects of male 
homosexuality raise considerable problems. Homo- 
sexual practices when carried out in public places 
naturally cause offense. Even more serious is the 
alleged tendency of male homosexuals to place their 
loyalty to one another above their loyalty to the insti- 
tution they serve and on the part of homosexuals in 
positions of authority to give preferential treatment 
to homosexuals, and to require homosexual subjection 
as expedient for promotion. 

The main causes of prostitution as seen by the Com- 
mittee are bad training and bad example at home 
and faults in character and in attitude to life. The 
methods of controlling both homosexuality and prosti- 
tution concern the revision of the law relating to these 
practices and the psychotherapeutic approach. In 
the view of the Committee the law needs to be both 
deterrent and reformatory, but existing law and prac- 
tice do not meet the needs satisfactorily. The apparent 
disproportion of sentences imposed on homosexuals 
is sometimes disturbing, especially to the medical ex- 
pert who may have full knowledge of the offender. 

The Committee suggested the formation of special 
teams of workers, composed of a prison officer, the 
prison doctor, a psychiatrist, a religious worker and 
a social worker, to be available in prisons and observa- 
tion centers for treatment and reformation of prison- 
ers likely to benefit. 

In particular, the religious approach may be help- 
ful, and in an appendix to its report the Committee 
records the case histories of 10 men and 4 women 
who obtained release as a result of religious conver- 
sion. These persons were able to overcome their 
sexual orientation because they acquired a new cre- 
ative passion that gave a greater satisfaction. 


* * * 


The ban on the manufacture of heroin that was due 
to be imposed on January | was postponed at the last 
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minute. Lord Jowitt, lately the opposition leader in 
the House of Lords, was able to cast doubt on its 
legality and so persuaded the Government to call it 
off. Lord Jowitt maintained that by imposing this 
ban under the provisions of the Dangerous Drugs 
Act of 1951 the Home Secretary was exceeding his 
powers, since the Act empowered him to control the 
manufacture of drugs by license but not to extin- 
guish it. 

There is no doubt that the Government was con- 
scious of a strongly divided public opinion on the 
matter and also of the divergence of medical opinion 
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on the question of whether adequate substitutes for 
heroin exist. Furthermore, many people believed that 
a grave choice in social values had possibly been 
wrongly made. For these reasons, the eleventh-hour 
reprieve for heroin has been generally welcomed. 
Licenses are to be granted for its manufacture during 
this year, when further investigations into the value 
of the drug will be made. 

Thus, for the time being, the Government has been 
restrained from intervening between a physician and 
his patient by cutting off the supply of an established 
drug. 
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CASE 42081 
PRESENTATION OF CASE 


First admission. A sixty-two-year-old woman was 
admitted to the hospital because of progressive loss 
of vision in the right eye. 

Eight or nine weeks previously she noted “spots” 
or “fish scales” in front of the right eye, followed in 
a few weeks by blurring of vision in the lower field of 
the right eye. There was no serious impairment of 
vision until seven days before admission, when almost 
complete blindness and ptosis of the right eye de- 
veloped over a period of one or two days. At the 
same time there was severe right-sided orbital and 
frontal pain that subsided a few days before admis- 
sion. She experienced some nausea during this period. 
No generalized headache, paresthesias, diplopia, stiff- 
ness of the neck or bruit had been noted. 

She was known to have been hypertensive for a 
year and for several months before admission was 
treated with phenobarbital. 

Physical examination revealed complete ptosis of 
the right eye and palsy of the right third nerve. The 
right pupil was widely dilated and did not react to 
light. There was no proptosis or tenderness. She 
was able to count fingers at 2 or 3 feet, more easily 


in the upper than in the lower half of the field. 
Central vision was more impaired than peripheral 
vision. The disk appeared normal, but the retinal 
arteries were very attenuated and the veins slightly 
overfilled and tortuous. Sensation over the face and 


Ficure 1. Posteroanterior View of the Skull, Showing 
Erosion of the Right Anterior Clinoid Process and Medial 
Aspect of the Right Lesser Sphenoid Wing (Arrows). 


forehead was normal. The left eye was normal. The 
general physical examination was negative. 

The temperature was 98.6°F., the pulse 80, and 
the respirations 20. The blood pressure was 188 
systolic, 102 diastolic. 

Urinalysis was negative. Examination of the blood 
revealed a hemoglobin of 12.2 gm. per 100 ml. The 
fasting blood sugar was 103 mg., and the nonprotein 
nitrogen 30 mg. per 100 ml. The blood Hinton test 
was negative. X-ray films of the skull, sinuses and 
teeth were normal (Fig. 1 and 2). 

The patient remained in the hospital for five days, 
during which there were no changes in the clinical 
Status. 

Final admission (three months later). In the in- 
terval the ptosis of the right eye persisted. She carried 
on her usual activities but ate poorly and lost approxi- 
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mately 30 pounds. About twenty-four hours before 
admission she began to complain of generalized head- 
ache. On the morning of admission she was found 
to be drowsy and confused. 

Physical examination showed an oriented but 
drowsy woman who tended to fall asleep while talk- 
ing. Vision in the right eye could not be tested, but 
the other findings in this eye were unchanged. There 
were drooping of the left side of the face and weakness 


Ficure 2. Lateral View of the Skull, Showing Erosion of 
the Right Anterior Clinoid Process (Arrow). 
There is no enlargement of the pituitary fossa. 


and increased tone in the left arm and leg. There 
was an extensor plantar response on the left. 

The temperature was 100°F. by rectum, the pulse 
100, and the respirations 20. The blood pressure was 
170 systolic, 110 diastolic. 

The urine gave a + test for albumin; the sediment 
contained 100 white cells per high-power field. Ex- 
amination of the blood revealed a white-cell count of 
10,400, with a normal differential. The hemoglobin 
was 14.4 gm. per 100 ml. The serum sodium was 
137 milliequiv., the chloride 99 milliequiv., and the 
potassium 4.0 milliequiv. per liter, and the nonprotein 
nitrogen 13 mg. per 100 ml. An x-ray film of the 
chest was normal. 

The patient became progressively more drowsy and 
was in coma on the second hospital day. At this 
time she was noted to be motionless and unresponsive 
to pinprick and plantar stimulation. Flexion of the 
neck was moderately limited, and she moaned slightly. 
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Each pupil measured more than 3 mm. and was fixed 
to light. The corneal reflexes were absent. The deep 
tendon reflexes were obtained in the left arm and 
knee but not in the right. The ankle jerks were 
absent bilaterally. The plantar response was extensor 
on the left, and no reaction was obtained on the 
right. The fundi were not definitely abnormal. 
A lumbar puncture revealed faintly xanthochromic 
cerebrospinal fluid under an initial pressure equiva- 
lent to 520 mm. of water. The fluid contained 131 
red cells and 17 lymphocytes per cubic millimeter; 
the protein was 155 mg. per 100 ml. On the third 
hospital day there was slight withdrawal of the right 
foot to painful stimulation and chewing movements 
when the tongue was depressed, but otherwise her 
condition was unchanged. A second lumbar punc- 
ture again showed xanthochromic cerebrospinal fluid 
under an initial pressure equivalent to 520 mm. of 
water. On the fourth hospital day gastric-tube feed- 
ings were started. A third lumbar puncture revealed 
an initial cerebrospinal-fluid pressure equivalent to 
260 mm. of water and persistence of the xantho- 
chromia. Later that day the blood pressure grad- 
ually fell to 80 systolic, 40 diastolic. The pulse rose 
to 140, and the temperature rose to 107°F. by rectum 
and she died. 


DIFFERENTIAL DIAGNOSIS 


Dr. James C. Wuire*: This woman for two 
months had gradual impairment of vision on the 
right, with greater loss in the lower field of vision, 
and then ptosis and third-nerve paralysis. The pain 
began in the fronto-orbital region — in other words, 
in the area innervated by the ophthalmic division of 
the fifth nerve. Those three signs pinpoint with 
great accuracy a lesion in the cavernous sinus, where 
the first division of the fifth and the oculomotor 
nerves lie close together. If the lesion is further back 
in the cavernous sinus, the maxillary or the mandib- 
ular division of the fifth nerve and even the motor 
root may be involved. 

As Dr. Adams and I wrote last spring,’ if an 
aneurysm rises out of the cavernous sinus near the 
anterior clinoid process it can impinge on the optic 
nerve and produce blindness, but it usually also 
causes optic atrophy, which this woman did not have. 
She had the suggestion of central scotoma because 
she saw objects better in the periphery of the field 
of vision; pressure on the optic nerve in front of the 
chiasm could do that. She had no loss of facial sensi- 
bility, which she should have had with a lesion in 
the cavernous sinus. If the physicians had examined 
the corneal sensibility, they might have found that 
it was impaired. That is usually the first evidence of 
pressure on the ophthalmic nerve. Aneurysms in this 
area are likely to be on a hypertensive basis. Dandy’ 
described several, which were fusiform enlargements 
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of both the supraclinoid and infraclinoid portions of 
the internal carotid artery. This woman had had 
hypertension of the wide-pulse-pressure type for a 
year — the systolic pressure was almost twice the 
diastolic. 

I do not think I have to consider thrombosis of the 
sinus, for although that would give these signs, it 
would also produce engorgement of the eye, fever 
and so on. 

A tumor is another possibility. As the history un- 
folded I thought more about tumor. There was an 
obvious, complete third-nerve paralysis that persisted. 
I suppose the fourth, sixth and olfactory nerves that 
run close to that region of the cavernous sinus were 
tested, but nothing was said about them in the his- 
tory. The great impairment of the lower field of 
vision, which did not lead to optic atrophy, should 
have resulted from pressure on the upper part of the 
optic nerve going to the superior part of the retina. 
Can this occur from a mass expanding upward? I 
should like to ask Dr. Cogan a question that has just 
occurred to me. If there was diffuse pressure upward 
near the chiasm, might not the optic nerve be angu- 
lated and press against the anterior upper rim of the 
optic foramen, thus causing a reduction of innerva- 
tion of the upper part of the retina and therefore 
difficulty with the lower field of vision? Another 
explanation could be compression of the upper fibers 
of the optic nerve against the anterior cerebral artery, 
which crosses just above it. There was no papille- 
dema. Nothing was said about increase in the size of 
the blind spot. There was attenuation of the retinal 
arteries, which may have been caused by the hyper- 
tension, but there was no arteriovenous nicking. I 
doubt whether the dilated retinal veins without ar- 
teriovenous nicking would result from hypertension 
alone. There may have been pressure upon the su- 
perior orbital fissure, with a rise in venous pressure 
and retarded escape of the blood from the orbit. 

May I see the films of the skull? In the case that 
Dr. Adams and I reported the anterior clinoid process 
was thinned by pressure. If the patient under dis- 
cussion had an aneurysm, calcium may be visible in 
the films. 

Dr. JosepH HaANetin: There are definite changes 
indicating an abnormality in the area suggested to 
Dr. White from the history. There is distinct erosion 
of the right anterior clinoid process and of the medial 
third of the right lesser sphenoid wing. The pituitary 
fossa is not enlarged. There may be slight erosion of 
the dorsum sellae, but that structure is not well shown 
in these films. I am unable to identify any abnormal 
calcification. 

Dr. Wuire: Were the films taken during the first 
or the second admission? 

Dr. Hanewin: During the first admission. No films 
were made later. 

Dr. Wuire: The x-ray films confirm that this 
mass was anterior to the posterior clinoid process, 
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where the oculomotor nerve is also exposed to pressure 
in its course across the interpeduncular cistern. Aneu- 
rysm is one of the two chief contenders for this diag- 
nosis; if the mass had been posterior, where the 
posterior communicating artery originates, the pa- 
tient could also have had signs of third-nerve involve- 
ment. Such a mass should not affect the optic nerve, 
which was involved; it should not cause pain in the 
area supplied by the ophthalmic division of the fifth 
nerve, and should not produce the x-ray changes 
mentioned by Dr. Hanelin. 


It would be helpful to know whether during the 
three months between admissions she lost the sense 
of smell, had involvement of other ocular muscles or 
lost sensibility about the face. She lost a great deal 
of weight, which would not be likely to occur with 
aneurysm or even with an intracerebral tumor unless 
it was a carcinoma that had metastasized to the brain. 
A malignant lesion seems to me to be an important 
consideration. The sudden onset of drowsiness, con- 
fusion and headache, all of which had existed for 
only a couple of days, make one think of a rapidly 
expanding intracranial mass, either a tumor or an 
aneurysm that had perhaps bled. In addition to the 
third-nerve paralysis, there was clear-cut left-sided 
hemiplegia, a drooping of the left side of the face, 
which I suppose was of the central, not the peripheral 
type, and the Babinski response. She was too sick 
for localizing neurologic signs to be elicited. She 
could not be tested for loss of half the visual field or 
loss of smell and other cranial-nerve sensation. She 
did not have papilledema or optic atrophy; yet she 
had a very high intracranial pressure equivalent to 
over 500 mm. of water. I think I have to explain 
the absence of papilledema by rapidity of rise in in- 
tracranial pressure, for it takes about a week for a 
full-blown papilledema to develop. Otherwise, one 
would expect to find papilledema with a cerebro- 
spinal-fluid pressure equivalent to 500 mm. of water. 
The deep tendon reflexes were obtained only on the 
left. I should expect them to have been hyperactive 
on the left and normal on the right, but perhaps 
because she was moribund the reflexes diminished 
and dropped out as they do with an acute injury to 
the spinal cord. The ankle jerks had dropped out. 
The bilateral absence of corneal response, I think, 
was also due to the moribund state. It would be 
difficult to think of a neurologic lesion causing bi- 
lateral loss of corneal sensation that would not also 
produce many other signs. 

The general physical examination was not par- 
ticularly remarkable, nor were the laboratory find- 
ings. The fact that the x-ray film of the chest was 
normal rules out cancer in the lung, which so often 
metastasizes to the brain, but it is important to em- 
phasize that any cancer from an internal organ — 
thyroid gland, lung, breast or gastrointestinal tract — 
can metastasize to the brain. The patient was too 
sick for a gastrointestinal series or intravenous pyelo- 
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grams, but it would be helpful to know if there was 
an abdominal mass or any mass felt on pelvic 
examination. 

Dr. H. THomas BALLANTINE: No; there was not. 

Dr. Wuire: Three lumbar punctures were done. 
Why the second and third were done when the initial 
pressure was equivalent to 500 mm. of water is dif- 
ficult to understand because they did not show much. 
The elevated protein could be found with any type 
of tumor, with an intracerebral hematoma or with 
a diffuse disease like encephalitis, but I am sure she 
did not have that, for the symptoms were focal. If 
she had been on the Neurosurgical Service, I think 
at least an arsenic scan and an electroencephalogram 
would have been done; the former might have shown 
a tumor. 

If there was a tumor, it was very rapidly growing 
and malignant. It would be interesting to know why 
the pressure rose so rapidly. There is a general be- 
lief that a single tumor would not cause such a rapid 
increase unless it obstructed the outflow of spinal 
fluid to produce obstructive hydrocephalus. There- 
fore, I have to speculate about localization and the 
type of tumor. Certainly, the initial symptoms make 
one think of an aneurysm near the anterior end of 
the cavernous sinus and expanding into the superior 
clinoid portion to involve the optic nerve. Such a 
mass should also have involved the other intracranial 
nerves in the sinus and should have produced optic 
atrophy, although the optic atrophy may have been 
present but impossible to elicit. The lesion must also 
have expanded upward to involve the internal cap- 
sule and thus to have caused the left hemiplegia. 

A number of lesions can be ruled out without much 
further thought — subdural clot, tuberculoma, brain 
abscess and parasitic disease. The two important 
ones to consider are brain tumor and aneurysm. 
Aneurysms in the cavernous sinus do not often grow 
to be large and do not often rupture. Jefferson® re- 
ported one, however, that filled the whole middle 
fossa, although it did not bleed because it was under- 
neath the dura and therefore had an extra covering. 
It would be unlikely for an aneurysm to bleed and to 
produce an intracerebral hematoma without also pro- 
ducing more than 131 red cells per cubic millimeter 
in the cerebrospinal fluid. That situation would be 
much more likely with an aneurysm of the posterior 
communicating artery. I do not believe that she had 
that type of aneurysm. 

Tumor, particularly a metastatic one, could give 
rise to all these symptoms. Carcinoma lateral to the 
cavernous sinus in contact with the meninges can 
elevate the protein in the cerebrospinal fluid and re- 
lease carcinoma cells that resemble lymphocytes into 
the spinal fluid. The 17 “lymphocytes” found in the 
spinal fluid may have been cancer cells. The patient 
had lost about 30 pounds in weight, which makes 
one think of metastatic cancer rather than of aneu- 
rysm or primary brain tumor. She did not vomit over 


CASE RECORDS OF THE MASSACHUSETTS GENERAL HOSPITAL 


385 


a long period so she must have had general malaise 
and cachexia, with loss of weight. The unusually 
rapid elevation of the intracranial pressure, which was 
too rapid to produce papilledema, and the rapid onset 
of coma are difficult to account for on the basis of a 
single expanding tumor except one strategically situ- 
ated to block the egress of the spinal fluid from the 
ventricles. Therefore, the diagnosis that I must make 
is brain tumor, most probably metastatic carcinoma, 
causing compression of the optic and oculomotor 
nerves with late involvement of the internal capsule 
and very likely with an obstructive hydrocephalus. I 
do not know why there was no optic atrophy. 

Dr. Dav G. Cocan: Were films of the chest 
taken? 

Dr. HANELIN: Yes; we have a film taken with a 
portable machine that does not show any obvious 
disease in the lungs. The patient was quite sick at 
the time. 

Dr. Cocan: Were the sphenoid sinuses normal? 

Dr. HANELIN: The sinuses seem normal. 

Dr. Cocan: As Dr. White says, the symptoms and 
findings pinpoint the lesion immediately behind the 
apex of the orbit on the right. The combination of 
third-nerve paralysis, optic-nerve involvement and 
trigeminal-nerve involvement does not leave much 
doubt about the localization. 

Dr. White asked whether pressure upward on the 
optic nerve against the roof of the optic foramen 
could cause primarily a lower-field defect. It has 
been claimed that that is true, and I understand 
that a partial transection of the optic nerve by a tu- 
mor growing from beneath and pushing it upward is 
seen not infrequently at autopsy. In the few patients 
I have seen with this lesion, the field defect has al- 
ways been where one would expect from direct in- 
volvement of the nerve. 

Dr. Wuire: With dislocation of the optic nerve 
upward I suppose that downward grooving by the 
anterior cerebral artery — as is seen with some of the 
pituitary tumors — would be another possibility. 

Dr. Cocan: I do not think that there is anything 
that I can add to Dr. White’s discussion of the type of 
the lesion. Among the four tumors that produce this 
combination of optic-nerve involvement and ophthal- 
moplegia is meningioma, which also frequently causes 
a lower-field defect initially, but the course as well as 
the lack of corroboratory x-ray evidence is against 
that diagnosis. Another possibility is nasopharyngeal 
tumor, but there were no symptoms of this; specifi- 
cally, there were no nosebleeds and nothing to call 
attention to the nose. Glioma of the frontal lobe can 
also produce this picture, but there were no mental 
changes to go along with that. I had come to the 
independent conclusion, before Dr. White suggested 
it, that metastatic carcinoma was the most likely 
diagnosis. 

Dr. J. F. Cutsnotm: I am puzzled by the lack 
of evidence of papilledema. It seems to me that if 


( 


386 THE NEW ENGLAND JOURNAL OF MEDICINE 


the patient had a cerebrospinal-fluid pressure equiv- 
alent to 500 mm. of water, she should have had some 
papilledema over a period. I understood Dr. White 
to say that if the increase in pressure is slow over 
several days, papilledema develops. I very recently 
heard of a man who dropped dead within about 
twenty-four hours of a rupture of an aneurysm and 
who in that time had not only bilateral papilledema 
but also bilateral retinal separation. 

Dr. Wuire: Papilledema does occur with aneu- 
rysm because the blood infiltrates down the sub- 
arachnoid sheath; hemorrhages and _papilledema 
often occur within forty-eight hours of the rupture, 
but a tumor takes over a week to produce papille- 
dema. 

Dr. CutsHo_m: Even with pressure as high as 
this? 

Dr. Wuirte: Yes; I think so. 

Dr. Wittiam H. Sweet: I should like to ask Dr. 
Cogan and Dr. White if notching of the superior as- 
pect of the optic nerve by the anterior cerebral artery 
might be a more likely explanation for the defect in 
the lower visual field. At that point the nerve is not 
surrounded by the dura as it is in the optic foramen 
so that it does not have the benefit of the protection 
of this very tough tissue. If I remember correctly 
Kernohan‘ has shown in post-mortem material a tiny 
groove corresponding to the anterior cerebral artery 
on the superior part of the optic nerve as it enters the 
chiasm. 

Dr. Wuite: Yes; he has, and Dr. Oscar Hirsch® 
has pointed that out to us too. I mentioned that in 
connection with Dr. Cogan’s discussion. The anterior 
cerebral artery crosses over the optic nerve close to the 
chiasm; if the lesion had been there, one might ex- 
pect a visual-field defect of the type seen with a 
pituitary lesion. 

Dr. Cocan: Does Dr. White have any explana- 
nation for the lymphocytes? 

Dr. Wuire: I thought they might be tumor cells 
mistaken for lymphocytes. 

Dr. Cocan: Dr. Charles S. Kubik had a patient 
some years ago with lymphocytes in the cerebrospinal 
fluid and involvement of the optic nerve; that patient 
had an ectopic pinealoma. 

Dr. Jacop Lerman: I suppose that the age rules 
out pinealoma. 

Dr. Raymonp D. Apams: A lymphocytic pleo- 
cytosis in the cerebrospinal fluid is a not infrequent 
occurrence in cases of glioma of the brain; it may 
also occur with carcinoma. 

Dr. BENJAMIN CASTLEMAN: ‘The necrosis of tu- 
mor of any type might stimulate a reaction with the 
production of lymphocytes, and if it reached the sur- 
face the cells might be found in the spinal fluid. 


CumicaL DIAGNosis 


Space-occupying lesion of right cerebral hemi- 
sphere, ?tumor, ?aneurysm. 
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Dr. James C. Wuire’s D1AGNoses 


Brain tumor, ?metastatic carcinoma, with compres- 
sion of optic and oculomotor nerves and in- 
volvement of internal capsule. 

?Obstructive hydrocephalus. ~ 


ANATOMICAL DIAGNOSIS 


Glioblastoma multiforme, of optic chiasm and of 
corpus callosum. 


PaTHOLOGICAL Discussion 


Dr. CasTLEMAN: At autopsy the important find- 
ings were in the brain. I shall ask Dr. Hakim to dis- 
cuss them. 

Dr. Sacomon Hakim: Both cerebral hemispheres 
showed flattening of the convolutions. A tumor mass 


Ficure 3. Photograph of the Tumor of the Optic Chiasm 
in Situ, with the sha Lobes Reflected Upward from 
the Skull. 


A=frontal lobes; B=tumor; C=left optic nerve; and D= 
lesser sphenoid wings. 


occupied the right cavernous sinus and pituitary fossa 
(Fig. 3). This tumor had spread anteriorly over the 
medial third of the sphenoid ridge and invaded the 
dura and the bone. The right olfactory nerve, espe- 
cially its posterior half, was embedded within the 
tumor. The tumor extended backward and_ sur- 
rounded the middle cerebral vessels to the point of its 
bifurcation. Superiorly, it indented the brain in the 
right anterior perforated substance. After cutting 
the middle cerebral vessels, we were able to separate 
the tumor from the brain on the right side, but on the 
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left side it was adherent and appeared to be infiltra- 
tive. The tumor involved the dura, the right sphenoid 
ridge, the right cavernous sinus, the entire pituitary 
fossa as it crossed toward the left side in the midline, 
and the anterior right tip of the petrous portion of the 
tentorium. Other structures that the tumor involved, 
as Dr. White and Dr. Cogan predicted, were the 
third nerve as it went through the cavernous sinus, 
the fourth nerve, which was swollen, and the branches 
of the fifth nerve. The tuberous cinereum, the dor- 
sum sellae, the chiasm and right optic nerve were lost 
in the tumor mass. The only structures that remained 
free were the left internal carotid artery and the left 
optic nerve. Section of the brain after it was fixed 
revealed another tumor mass in the middle of the 


Ficure 4. Coronal Section of the Brain, Showing the 
Tumor of the Corpus Callosum. 


corpus callosum near the splenium that distorted the 
structures in that region (Fig. 4). There was no con- 
nection between the two tumors. 

Microscopical studies disclosed a tumor that had 
the tendency to invade the subarachnoid and peri- 
vascular spaces and dura mater and to destroy the 
pituitary gland by pressure. It was composed of cells 
with fusiform nuclei, which varied in size and shape, 
many multinucleated cells and mitoses, and cells with 
very little stroma. Where the tumor invaded the dura 
the nuclei of the cells stained deeper, and the cyto- 
architecture of the tumor was somewhat changed and 
had the appearance of fibrosarcoma. The histologic 
appearance of the tumor in the corpus callosum was 
identical to that of the one in the cavernous sinus 
and pituitary fossa. The different stains and micro- 
scopical preparations of this tumor revealed a histo- 
logic picture consistent with a glioma of the optic 
structures, with the tendency to invade the non-neuro- 
logical tissues. 

From the clinical picture, it seems that the tumor 
started in the right optic nerve, ruptured and invaded 
the sphenoidal space and the perivascular space. 
Were there two different tumors evolving at the same 
time, -— one in the corpus callosum and one in the 
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optic nerve, — or was there spread or implant from 
one tumor? I do not know the answer to that ques- 
tion. I should like to ask Dr. Adams to comment on 
that. 

Dr. Apams: The tumor was of the type that I 
should classify as a glioblastoma multiforme. It gave 
us some difficulty, however, for the reason that when 
any glioma invades the meninges it is likely to pro- 
duce a pronounced fibroblastic reaction. When I saw 
that part of the tumor I was almost sure that it was 
a sarcoma, because the tumor cells were embedded in 
a scirrhous matrix. Other parts of the tumor, how- 
ever, revealed the characteristic histologic features of 
glioblastoma multiforme. The second point of inter- 
est is that here is another example of a “double 
glioma.” There was no visible connection between 
the tumor at the base of the brain and the one in the 
corpus callosum. Furthermore, no bridge between 
the two was found microscopically. Conceivably, 
there may have been spread from the large basal 
tumor to the corpus callosum along the cerebrospinal- 
fluid pathways. There are enough cases in which a 
tumor seems to have arisen in two or several different 
foci in the brain at or near the same time to incline 
one to the interpretation that some gliomas arise from 
multicentric foci of neoplasia. The third point is that 
the pituitary fossa was invaded by the tumor and the 
greater part of the pituitary gland was destroyed by 
pressure and ischemia. The lesion here resembled in- 
farct necrosis. Was there hemorrhage there, too? 

Dr. CasTtLEMAN: No. 


Dr. ApaMs: Glioma in the basal part of the brain, 
with extension into the sella turcica, is to be regarded 
as another cause of pituitary apoplexy. We have al- 
ready observed it with pituitary tumors and rarely 
with an aneurysm that extended into the sella. Also, 
we have seen an infarction of the entire pituitary 
gland in cavernous-sinus thrombophlebitis. All these 
types of pituitary apoplexy must be added to the post- 
partum apoplexy that often causes the panhypopitui- 
tarism syndrome. 

Dr. Wuirte: It is unfortunate that the electrolyte 
studies were done on the second admission rather 
than on the first; then we might have had a sporting 
chance to have made the diagnosis. The patient was 
hospitalized for four days; she could have had an 
arsenic scan; then we should have known that she 
had a tumor. If the electrolyte studies had revealed 
a sodium of 120 milliequiv. per liter and the chloride 
was likewise reduced, we might have more nearly ap- 
proached the actual diagnosis. 


Dr. Cocan: What was the clinical diagnosis on 
the first admission? 


Dr. CastLEMAN: On the first admission it was 
an aneurysm; on the second it was a glioma. Dr. 
Ballantine saw the patient just before she died and 
was quite certain that she had a space-occupying 
tumor. 
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CASE 42082 
PRESENTATION OF CASE 


A seventy-seven-year-old woman entered the hos- 
pital because of constipation. 

About six months previously the patient noted on- 
set of intermittent constipation that was relieved by 
laxatives. Several weeks before entry the constipation 


Ficure 1. Film of the Abdomen Taken in the Upright 

Position, Showing a Poorly Defined Density of the Bony 

Pelvis Extending Upward into the Right Lower Portion of 
the Abdomen. 


There are dilated loops of small bowel, with fluid levels. 


increased, requiring more frequent use of laxatives. 
On the morning of the day before admission she 
noted severe, steady, mnoncrampy, progressively 
worsening left-lower-quadrant pain that radiated to 
the lower middle portion of the abdomen and left 
side of the back and was not relieved by a liquid 
bowel movement or an enema. She became nause- 
ated and vomited a small amount of recently in- 
gested soup. Subsequently, increasing abdominal dis- 
tention beginning over the lower abdomen and dysu- 
ria were noted. On the day of admission the pain 
diminished to a “discomfort.” She passed gas by 
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rectum. There was no history of jaundice, melena or 
postmenopausal vaginal bleeding. 

Physical examination showed an elderly woman in 
no acute distress. The heart was not enlarged. A 
harsh, Grade 3, apical systolic murmur and a Grade 
2 systolic murmur at the base, which was transmitted 
to the neck, were heard. Examination of the lungs 
was negative. The abdomen was distended and 
tympanitic, with diffuse tenderness but without re- 
bound tenderness. There was no fluid wave. In- 
creased peristaltic activity was noted, but no tinkling 
sounds or peristaltic rushes were audible. In the 
middle portion of the abdomen just below the um- 
bilicus there was a smooth, nontender, movable mass 
measuring 15 cm. by 10 cm. Pelvic and rectal ex- 
aminations were negative. There was slight pitting 
edema of the ankles. 

The temperature was 98.4°F., the pulse 100, and 
the respirations 18. The blood pressure was 150 sys- 
tolic, 70 diastolic. 

The urine gave a + test for albumin; the sediment 
contained 3 white cells and an occasional hyaline 
cast per high-power field. Examination of the blood 
showed a hemoglobin of 10.3 gm. per 100 ml., and 
a white-cell count of 13,600, with 81 per cent neutro- 
phils. X-ray examination of the abdomen demon- 
strated considerable gas in many loops of small in- 
testine, with moderate distention in one C-shaped 
loop in the middle portion (Fig. 1). Very little gas 
was noted in the colon. There appeared to be some 
fluid in the peritoneal space. 

An operation was performed four hours after ad- 
mission. 


DIFFERENTIAL DIAGNOSIS 


Dr, Grorcr L. Narpi*: 
Ukrainian or Scandinavian? 

Dr. Ciaupe E. Wetcu: She was a Yankee. 

Dr. Narpi: Did she have a barium-enema exami- 
nation, a guaiac test of the stool or sigmoidoscopy? 

Dr. Wetcu: She had none of them. The rectum 
was completely empty on digital examination. 

Dr. Narpt: May I see the x-ray films? 

Dr. JosepuH HANELIN: We do not have both the 
films that were taken of the abdomen. The single 
film with the patient in the upright position gives 
evidence of gas in the bowel, apparently principally 
in the small intestine, with some dilatation of the 
small-bowel loops (Fig. 1). I am not certain how 
much of the gas is in the transverse colon, but some 
is present. There is no air that I can identify in the 
rectum or descending colon. There are fluid levels, 
both on the right and in the middle portion, which 
are probably in the small bowel. Over the pelvis and 
over the abdomen there is a diffuse increase in den- 
sity, which we sometimes see when the patient is in 
the erect position, but it does suggest that free fluid 
is present. I do not know how much of this density 


Was the patient Russian, 
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represents the palpable mass, but I cannot identify 
the edge of the mass. In the other film it was per- 
haps easy to see the single C-shaped loop of bowel 
that was more distended than the remainder, but I 
cannot be sure which it is from this film. 

Dr. Narpi: Is this the loop? 

Dr. HANELIN: It is difficult to see on this film. 
What is important to know is whether it was fixed in 
position, when the patient was both lying down and 
standing up. 

Dr. BENJAMIN CASTLEMAN: Do you know the 
answer to that, Dr. Welch? 

Dr. Wetcu: No; I do not. 

Dr. Narpit: Would you commit yourself about 
whether it is small or large bowel? 

Dr. HANELIN: It is probably small bowel, since it 
contains no haustra, although occasionally, as you 
know, we can see virtually no haustral marks in the 
colon. 

Dr. Narpi: This seventy-seven-year-old woman 
had a history of constipation for six months, which 
gradually became worse; then abdominal pain sud- 
denly developed, and a mass was palpable on physical 
examination. The sudden onset of pain and tender- 
ness suggests local leakage as a result of either per- 
foration of a tumor or diverticulitis with formation 
of an abscess. The smooth, nontender, movable mass, 
15 by 10 cm., does not fit, however. I do not believe 
an abscess or even a neoplasm could assume this size 
and be freely movable, although it is conceivable that 
a large neoplasm in the transverse colon could be 
balloted. 

The next most likely diagnosis is a volvulus; how- 
ever, the history is so typical of a volvulus that I am 
suspicious. The reason I asked what the nationality 
was is that Russian and Scandinavian people are said 
to have much longer mesocolons, in the ratio of 4 to 1 
on the basis of autopsy studies. This has been ex- 
plained by the vegetable diet and long periods of 
fasting and overeating, which are supposed to pre- 
dispose to the development of an anatomically long 
mesocolon. If this was a volvulus, with the palpable 
mass representing a closed loop of bowel that had 
turned around on itself, what was its origin — sig- 
moid, cecum or srhall bowel? The frequency is in that 
order. It has been our experience that if the large 
distended gas pattern is in the right lower quadrant, 
the volvulus is usually of the sigmoid, whereas if it 
is in the left lower quadrant, the volvulus is of the 
cecum or ascending colon. 

Another possibility is that a mesenteric cyst ac- 
counted for the palpable mass, which was freely 
movable and nontender, Such a cyst may have caused 
a volvulus of the large or small bowel with small- 
bowel obstruction. In view of the normal tempera- 
ture and white-cell count, I do not believe that, if 
the patient had a volvulus, it was necrotic or gan- 
grenous. Apparently, the operation was performed 
four hours after admission so that the physician car- 
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ing for her may have thought that there was an ab- 
dominal emergency. From a pragmatic point of view 
the important decision to make is whether or not she 
should have been operated on. The diagnosis I should 
make is volvulus of the large bowel, probably of the 
sigmoid. 

Dr. Joun T. Qurnsy: Is there any reason why a 
volvulus should occur at the age of seventy-seven 
without previous intestinal symptoms? 

Dr. Narpt: This is a good history for volvulus — 
these periods of intermittent constipation, perhaps re- 
lieved by laxatives, are fairly common for people with 
volvulus. I do not know how it could be proved. It 
is believed that there are frequent torsions and de- 
torsions and that the acute episode is the torsion that 
does not untwist. I do not think it is incompatible 
with a history of volvulus. Volvulus is more common 
in middle-aged and old persons. 

Dr. Quinsy: Is it more common in those who 
have a peritoneal operation with adhesive bands of 
fibrous tissue? 

Dr. Narpi: I think it would be less common in 
someone who had had adhesions, because the ad- 
herent bowel would have less chance to twist on itself. 

Dr. JonN Denovian: Is there anything against 
diverticulitis? 

Dr. Narpi: No; my first impression was diverticu- 
litis or carcinoma. The history sounded typical of 
the elderly person with a carcinoma of the large 
bowel and obstruction. I cannot reconcile either of 
those two diagnoses with the physical findings of a 
freely movable mass unless I assume that the mass 
was a mesenteric cyst, completely unrelated to the 
other condition. I have chosen to make one diag- 
nosis. 

Dr. CastLEMAN: Do you think that the mass felt 
was a volvulus without air in it? 

Dr. Narpi: Probably. 

Dr. HaNeuin: That is exceedingly rare. (I wish 
we had the other film.) This is not the classic x-ray 
picture of sigmoid volvulus, nor does it look like a 
cecal volvulus. 

Dr. Wetcu: There was no significant difference 
in the other film. 

Dr. CastLeMAN: If this volvulus of the sigmoid 
or cecum was the mass that was felt it should be a 
gas-filled loop. Is it ever seen without gas? 

Dr. HANELIN: I have never seen it. 

Dr. Narpi: The question comes up whether or 
not the patient had a twisted ovarian cyst. The pro- 
tocol is emphatic about the fact that the rectal and 
pelvic examinations were negative. I therefore ruled 
out pelvic disorders. 

Dr. CasTLEMAN: I will give you another chance 
since the radiologist believes quite firmly that this 
could not be volvulus. 

Dr. Narpit: He is undoubtedly right, but 1 am 
afraid that I have to stick by my diagnosis. Other 
diagnoses, such as peritonitis and mesenteric throm- 
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bosis, have to be considered, but they do not seem to 
fit the findings. 

Dr. CasTLEMAN: Does anyone want to offer an- 
other diagnosis? Dr. Ballantine, you used to operate 
on the abdomen. 

Dr. H. THomas BALLANTINE: I am delighted that 
you consider me still a surgeon, but that is no longer 
my locality! It is difficult for a neurosurgeon to im- 
prove on the diagnosis given by Dr. Nardi, but I am 
bewildered by the ground-glass appearance in the 
pelvis on the x-ray film. Does that represent a mass 
in its entirety, or is a mass obscured by the overlying 
fluid perhaps in the lower abdomen, since this film 
was taken with the patient upright? 

Dr. HANELIN: I simply cannot define a mass. I 
do not know how much of the ground-glass appear- 
ance is the result of fluid and how much the result of 
mass. 

Dr. BALLANTINE: The mass was described as 15 
by 10 cm. in diameter. The density in the pelvis is 
greater than one would expect with a mass of that 
size. Dr. Welch, did the mass occupy the entire lower 
abdomen or only a small portion of it on physical ex- 
amination? 

Dr. Wetcu: The suprapubic area was occupied 
by the mass. 

Dr. HANELIN: What we see may represent a good 
portion of the mass that was felt. 

Dr. BALLANTINE: I wonder whether the patient 
had a twisted ovarian cyst, regardless of the negative 
pelvic and rectal examinations, with secondary gas- 
trointestinal symptoms. 

Dr. CasTLeEMAN: Dr. Welch, will you tell us 
what you believed the patient had before operation 
and then tell us your operative findings? 

Dr. Wetcu: When Dr. Nardi said that he was 
going to choose the most simple condition I thought 
he was going to be ungentlemanly and ask if the 
patient had been catheterized before the operation. 
We have seen a large bladder that produced almost 
the same picture. 

This diagnosis was not difficult until the niceties of 
diagnostic methods were employed. As soon as we 
saw the x-ray films we became confused. By physical 
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examination this should have been a suprapubic mass 
that was a high-riding ovarian cyst, entirely outside 
the pelvis. The x-ray report brought out the other 
possibility: that this was a mass of strangulated small 
bowel, with volvulus. This picture certainly was not 
typical of volvulus of any portion of the large bowel 
where gas shadows become prominent. The typical 
x-ray picture of volvulus of the ileum, however, con- 
sists of distention of the intestine above the lesion, 
and very little gas in the fluid-filled mass. The x-ray 
diagnosis was strangulated small bowel; the clinical 
diagnosis before operation was twisted ovarian cyst. 


DiAGnosis 


? Twisted ovarian cyst. 
?Strangulated small bowel. 


Dr. Georce L. Narpi’s DIAGNosis 


Volvulus of large bowel. 


ANATOMICAL DIAGNOSIS 


Twisted ovarian cyst. 


PATHOLOGICAL DiscussION 


Dr. Wetcu: As Dr. Ballantine suggested, it was 
a twisted ovarian cyst, which was gangrenous through- 
out. There was free blood in the peritoneal cavity, 
accounting for the fact that the mass was not clearly 
outlined on the films. The small intestine and colon 
were moderately dilated but not obstructed. 

Dr. CasTLEMAN: Was this small-bowel ileus? 

Dr. WELCH: Yes. 

Dr. CasTLEMAN: You did not feel the ovarian 
cyst from below? 

Dr. Wetcu: It was so large it was completely out 
of the pelvis. 

Dr. CastLEMAN: The specimen showed that the 
tube as well as the cyst had twisted; both were gan- 
grenous. We could not make a diagnosis micro- 
scopically because the tissue was too gangrenous, but 
it probably was a simple cyst originally. There was 
no evidence of a malignant neoplasm. 


ANNOUNCEMENT FOR GROUPS USING CASE RECORDS 


Pertinent 35-mm. lantern slides of x-ray films, gross specimens and microscopical slides to be sent along with 
the current Case Records each week will again be available for the year beginning March 1, 1956. 
Applications for this service (fee, $100.00 a year) may be obtained from Dr. Benjamin Castleman, Massa- 


chusetts General Hospital, Boston 14. 
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HAROLD RICHARD KURTH 


Ir is with sincere regret that the Journal records 
the sudden death on February 7 of Dr. Harold R. 
Kurth, of Lawrence, president elect of the Massa- 
chusetts Medical Society. 

Dr. Kurth had been for many years a devoted 
worker in the interests of the parent society and of 
his district, and his selection for the office that in 
three months would have elevated him to the presi- 
dency was universally approved. 


MEETING OF THE COUNCIL 


THE stated midwinter meeting of the Council of 
the Massachusetts Medical Society was held at the 
Boston Medical Library on February 1, 1956. The 
usual interim appointments of the President were ap- 
proved. The Pharmacy Act, which became effective 
January 1, was discussed in a consideration of the 
report of the Committee on State Legislation. Under 
this law, if literally interpreted, any physician may be 
heavily fined or incarcerated for an appreciable por- 
tion of his life span, or both, for dispensing a few 
aspirin tablets to a patient. Assurance has come from 
the Division of Food and Drugs of the Massachusetts 
Department of Public Health, charged with enforcing 
the law, that no oppressive actions are contemplated. 
Failure to designate certain drugs as harmful is con- 
sidered to be one of the defects of the law as en- 
acted, although there is some question whether such 
an arbitrary definition should be allowed to constitute 
a legal distinction. On this basis an amending bill 
has been introduced as a compromise that will, if ac- 
cepted, at least ameliorate the threat to the physician. 

The Panel on Cancer of the Committee on Public 
Health was authorized to study cases of unorthodox 
therapy in the field of cancer and recommend action 
by the appropriate committee. This authorization 
was requested and granted in view of the known 
charlatanry that exists in relation to the treatment of 
this disease. 

After long and at times inspired debate the original 
request for an appropriation of $15,000 for the Post- 
graduate Medical Institute was approved. Under 
new business, and with the hearty approval of the 
Committee on Postgraduate Education, the President 
was authorized to appoint a committee to evaluate 
the technic, scope and cost of the program of post- 
graduate medical education. 

Much debate was given over to the constitution of 
the Committee on Hospital and Professional Rela- 
tions, a resolution having been presented to the Ex- 
ecutive Committee from the Norfolk District Society 
and referred to the Committee on By-Laws and 
Council Rules, that this committee be made a stand- 
ing committee with one member from each district 
making up its personnel. It was finally voted that no 
change be made. 
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A federal bill providing for the care of dependents 
of military personnel through the purchase of civilian 
services under an insurance plan similar to the home- 
town insurance program, as approved by the Ameri- 
can Medical Association, was approved by the Coun- 
cil. 

A resolution regarding the proposed levy of $10 to 
be assessed on the members of all state medical so- 
cieties for payment to the American Medical Educa- 
tion Foundation was referred to the Committee on 
Finance after a minimum of discussion. As further 
new business, under suspension of rules, a request of 
the Worcester Chapter of the American Red Cross to 
the parent organization was approved. This request 
is for the setting up of an independent blood bank 
and collecting unit in Worcester, which, it is ex- 
pected, would result in an increase in blood collec- 
tion from 8000 to 12,000 pints. The desirability of 
having more than one center in the State constituted 
a telling argument. 


EXPERT OR SPECIALIST 


Tue dictionary, and until recently common usage, 
has defined a “specialist” as one who restricts his ac- 
tivities to certain areas of medical practice or to cer- 
tain diseases. Thus, a man may be a specialist in 
pathology or bacteriology whether or not he is a 
physician; a woman may be a specialist in the re- 
moval of superfluous hair by electricity without any 
formal training or degree; or a chiropodist may 
specialize in treating corns. 

Quite different is the significance of the term “ex- 
pert.” As used in the courts, an expert witness is one 
who has special training or knowledge in a given field, 
and it is customary to request that an expert witness 
qualify himself in court by describing his training, 
qualifications and accomplishments to the satisfac- 
tion of judge and jury. 

Since the establishment of the various American 
specialty boards, the listing of their certificate holders, 
and the publication of a Directory of American Spe- 
cialists, confusion has arisen. The Directory contains 
a large (but by no means comprehensive ) list of quali- 
fied specialists, many of whom no doubt are also ex- 
perts. The layman may be excused if he consults 
such a source to determine whether or not a given 
physician is a “qualified specialist.” Physicians know, 
however, that such a listing is no guaranty of special- 
ization in actual practice and, more important, that 
the absence of a physician’s or surgeon’s name from 
the list does not prove him to be a general prac- 
titioner. 

One practically important result is that govern- 
mental agencies authorized to pay higher fees to spe- 
cialists than to general practitioners may hesitate to 
accept the services of a specialist at standard rates if 
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his name does not appear in the Directory. Everyone 
is acquainted with outstanding “specialists” of great 
skill who are not certified by the board concerned. 
‘They may or may not be specialists in the dictionary 
sense, but they are unquestionably experts who for 
one reason or another have never qualified themselves 
for certification. 

No directory of experts exists. The Directory of 
American Specialists is perhaps a partial or incom- 
plete list of experts, but even here there may be some 
difference of opinion about whether mere formal 
compliance with certain standards of training and 
practice makes a man a true expert. 

The boards might consider abandoning the use of 
the word “specialist” and adopting some other term. 
They should perhaps be known as American qualifi- 
cation boards and their directory as the Directory of 
Qualified Experts. 

A man who specializes in rectal diseases may be a 
qualified expert in rectal surgery, or he may be an 
ignorant quack. A better term than “specialist” is 
needed to identify the expert. 


THE MET. ON MORTALITY, MATRIMONY 
AND MOTORCYCLES 


THe Information Service of the Metropolitan Life 
Insurance Company, in a series of releases prepared 
last fall by its corps of still unwearied statisticians, 
presents a variety of facts on matters pertaining to 
life and its grim antonym. 

On the positive side are data relevant to general 
mortality rates and to specifications of the typical 
American wife as represented by “a statistical profile 

. sketched largely from data from the Bureau of 
the Census.” On the negative side are figures relating 
to motorcycle accidents, which account for approxi- 
mately a thousand deaths each year in the United 
States. 

The prevailing mortality among Americans from 
middle life on, according to this source of informa- 
tion, has dropped appreciably in the last two dec- 
ades. Thus, among the Company’s industrial policy- 
holders, the death rate for white men forty-five to 
seventy-four years old fell from 29.9 per 1000 in 1935 
to 22.5 in 1954, or 25 per cent. On the distaff side 
the figures are even more favorable, the decline being 
from 21.6 to 12.2 per 1000 — a matter of almost 45 
per cent. 

The improvement is not unexpectedly greater in 
the forty-five to fifty-four-year-old decade than in 
later life and is reflected especially in the infectious 
diseases although the mortality from disorders of the 
heart and kidney has also fallen. With no claim that 
health insurance, so-called, is a factor, the Service 
records a 30 per cent drop in the mortality from 
cardiorenal afflictions among insured women from 
forty-five to seventy-four years of age. Less con- 
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spicuous has been a drop of 5 per cent for men fifty- 
five to sixty-four years of age, and of 16 per cent for 
those sixty-five to seventy-four years old. In the 
thirty years from middle age to a robust senescence 
the mortality from cancer has decreased one sixth 
among women but has risen among their mates on 
account of a “sharp upward trend” in the recorded 
deaths from respiratory cancer. There has been con- 
siderable improvement in the death rate from acci- 
dents. 

From the uxorial angle it appears that the typical 
American housewife, of whom there are currently 
some 40,000,000 in operation, — an increase of 
9,750,000 in fifteen years, — is relatively young, in- 
habits her own home in an urban area and is busily 
engaged in the process of yeaning and raising the 
products thereof. Forty per cent of her number are 
under thirty-five years old, an additional 25 per cent 
are from thirty-five to forty-four, and about 50 per 
cent have become married since 1940. Only 6 per 
cent of American housewives live apart from their 
husbands, and these not necessarily from dissatisfac- 
tion with connubial bliss, but mainly because of the 
husband’s absence in line of duty, gainfully employed 
or in the armed forces — a not too subtle distinction. 
Twenty-two per cent of the wives are themselves em- 
ployed; the life insurance on the total group is over 
$50,000,000,000 and rising rapidly. 

Of the thousand motorcycle fatalities, 800 are 
those of cyclists or their passengers, the remaining 
victims having been pedestrians or occupants of other 
vehicles, including pedal-driven two-wheelers. The 
Metropolitan statisticians conclude with the sage ob- 
servation that this mortality could be greatly reduced 
if motorcyclists exercised more caution against traffic 
hazards and hazardous road conditions; that “motor- 
cycles when properly used can be a safe and efficient 
means of transportation.” 


ANOTHER MASSACHUSETTS FIRST 


On January 1, 1956, some 32,000 employees of 
the Commonwealth and their dependents — about 
75,000 persons in all — became the beneficiaries of a 
de luxe package of Blue Cross—Blue Shield benefits 
consisting of Blue Shield Plan B, with its new diag- 
nostic rider, Blue Cross, with a $14 room and board 
allowance, and the Blue Cross—Blue Shield Prolonged 
Illness Certificate. In addition employees became 
eligible for life and dismemberment insurance. 

Under the first law enacted by any state to pro- 
vide fringe benefits for state employees, the Common- 
wealth pays 50 per cent of the total cost for each em- 
ployee. Because of this participation, the program is 
under the immediate direction of a commission made 
up of 2 members of the Legislature, 1 employee rep- 
resentative, the Commissioner of Insurance and the 
Commissioner of Administration and Finance. 
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As is customary in governmental operations, the 
Commission prepared specifications and asked for 
bids. On the basis of these bids the Boston Mutual 
Life Insurance Company, reinsured by a number of 
other Massachusetts companies, was awarded the 
life and dismemberment insurance, and Blue Cross— 
Blue Shield the insurance for medical and _ hospital 
care. 

The Governor and the members of the Legislature 
are to be congratulated for making Massachusetts the 
first state to provide fringe benefits for its employees, 
the Commission for diligently seeking and obtaining 
the best possible coverage at the lowest possible price, 
Boston Mutual and the other Massachusetts insur- 
ance companies for their successful bids, Massachu- 
setts Blue Cross and Blue Shield for having again 
demonstrated their superiority in the health-insur- 
ance field and, last but not least, the employees of the 
Commonwealth and their dependents for being the 
beneficiaries of such an excellent program. 


FAULKNER UNVEILED 


THE above cut shows Dr. James M. Faulkner, 
former dean of Boston University School of Medicine, 
being unveiled by his sons Andrew and Henry in a 
recent ceremony. The portrait, by William Draper, 
was presented to the School by Dr. Faulkner’s loyal 
associates. 

Although it is not always in the interest of good 
family relations for sons to expose their father, the 
method employed by Andrew and Henry seems to be 
a particularly gracious one. 
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The Winter in Philadelphia is remarkable for 
the severity of the cold, and the amount of snow 
fallen ... The smallpox and varioloid have been 
prevalent all over the city, and considerable 
alarm has existed on account of it. — Philad. 
Med. and Surg. Journal. 

Boston M. & S. J., February 28, 1856 


MASSACHUSETTS 
MEDICAL SOCIETY 


TREASURER’S OFFICE 


This year the Committee on Finance has voted to 
distribute $6,000 to the district societies toward de- 
fraying their operating expenses from the surplus in 
the General Fund at the end of 1955. 

Members are reminded that the percentage of this 
sum that is allocated to their own district is deter- 
mined by the number of dues from that district paid 
by March 1, 1956. Members who have not paid their 
dues by this date are automatically removed from the 
mailing list of the Journal until such dues are paid. 


Evior HusBarp, Jr. 
Treasurer 


COMMITTEE ON MATERNAL WELFARE 
PUERPERAL SEPSIS 


A twenty-three-year-old primigravida with severe 
diabetes died on the eighth day after a cesarean 
section. 

Diabetic since the age of eight, she had always re- 
ceived meticulous and expert treatment. During preg- 
nancy she was given daily intramuscular injections 
of progesterone-estradiol mixture supplemented by 
stilbestrol by mouth on a steadily increased dosage 
schedule. No hypertension or albuminuria developed, 
but minimal peripheral edema and hydramnios oc- 
curred toward the end of pregnancy. 

At thirty-five weeks, after two weeks in the hospi- 
tal primarily for fluid and diabetes control, elective 
cesarean section was performed because of the severe 
diabetes, hydramnios, breech presentation, and a fall- 
ing pregnanediol. 

During administration of the spinal anesthetic, a 
draining abscess of the left gluteal region was seen, 
apparently the site of a hormone injection. However, 
the operation was performed without event, and a 
healthy male infant weighing 2.9 kg. (6 pounds, 51/2 
ounces) was delivered. (He has continued to thrive 
ever since. ) 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Feb. 23, 1956 


‘The postoperative course was complicated by dis- 
tention, which developed on the first day and was 
resistant to all measures, including tubation with vari- 
ous suction devices that never passed the pylorus. 

A febrile response, with attendant difficulties of 
diabetes control ensued, further complicated on the 
fourth day by a urinary infection due to Escherichia 
coli, Sensitivity tests showed inhibition of growth by 
oxytetracycline and chloramphenicol. The former was 
therefore given in adequate dosage. 


Distention persisted despite peristalsis and some 


flatus, but intubation failed. Vigorous supportive 
measures, including skillful electrolyte control and 
transfusions, were given, but the patient continued to 
fail. Foul lochia was noticed on the sixth day. On 
the next day the Miller—-Abbott tube finally entered 
the small bowel, and the distention improved; how- 
ever, clinically the patient’s condition became worse, 
and she died the next day despite the addition of 
chloramphenicol to the regimen. 

Autopsy disclosed that the cause of death was 
puerperal sepsis, with multiple abscesses in the uterus, 
extension to the parametrium and multiple septic 
emboli and miliary abscesses in the lungs, heart, kid- 
neys and ovary. There was a massive purulent peri- 
tonitis producing 1000 ml. of purulent fluid. A non- 
hemolytic Staphylococcus albus was recovered from 
the heart’s blood, the kidney pelvis and the peri- 
toneum, where it was admixed with some Esch. coli. 
The organism was sensitive to chloramphenicol but 
not to oxytetracycline. 

In the opinion of observers, the portal of entry was 
the gluteal abscess at the sites of hormone injection. 
This abscess ruptured on the day of hysterotomy, pre- 
sumably with a transient invasion of the blood stream 
by bacteria, which then found the degenerating de- 
cidua and uterine incision a fertile field for nourish- 
ment, growth and spread. Although Staph. albus 
is not usually pathogenic, it can be so in diabetes. 

Further comment seems hardly necessary. Despite 
the tragic fact that the only drug that might have 
corrected the infection and saved the patient’s life — 
namely, chloramphenicol — was withheld until too 
late through failure to recognize the responsible or- 
ganism, the case was classified as a nonpreventable 
death. 

Joun Ficcts Jewett, M.D. 
Chairman 


BLUE CROSS-BLUE SHIELD 
BLUE SHIELD FEE COMMITTEE 


On October 5, 1955, after consultation with the 
General Chairman of the Blue Shield Fee Commit- 
tee Chairmen, who is elected annually by the Mas- 
sachusetts Medical Society and who currently is Dr. 
Richard Sweet, the Blue Shield Central Professional 
Service Committee voted as follows: 
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1. That there shall be a single Blue Shield Fee Com- 
mittee composed of one representative of each of the 
following specialties: 


Anesthesiology Obstetrics and Gynecology 
Pediatric Surgery Otolaryngology 
Plastic Surgery General Surgery 
Urology Oral Surgery 
Radiology Internal Medicine 
Ophthalmology Dermatology 
Thoracic Surgery Pathology 
Neurosurgery Pediatrics 
tolo Psychiatry 
Orthopedics General Practice 


2. That the General Chairman of the Blue Shield Fee 
Committee Chairmen, who is elected annually by the 
Massachusetts Medical Society, shall, following his elec- 
tion each year, designate the members of the Blue Shield 
Fee Committee except that where any specialty is repre- 
sented in Massachusetts by an organized society, he may 
waive his right to designate the representative and re- 
quest the society to do so. 


TABLE 1. Specialties and Locations. 
SPECIALTY REPRESENTATIVE Location 
Anesthesiology* Leo V. Hand, M.D. Newton High- 
lands 
Dermatology Bernard Appel, M.D. Lynn 
General Practice* Daniel Rogers, M.D. Wenham 
General Surgery Donald R. Hayes, M.D. Springfield 
Internal Medicine —L. Tillman McDaniel, M.D. Brookline 
Neurosurgery H. Thomas Ballantine, Jr., M.D. Boston 
Obstetrics and Roy J. Heffernan, M.D. Brookline 
Gynecology* 
Ophthalmology* Garrett L. Sullivan, M.D. Boston 
Oral Surgery* Walter C. Guralnick, D.M.D. Boston 
Orthopedic Surgery Charles H. Bradford, M.D. Boston 
Otolaryngology* Charles H. Allman, M.D. Boston 
Pathology Morris W. Shapiro, M.D. Boston 
Pediatrics* Edward C. Dyer, M.D. Brookline 
Pediatric Surgery Henry W. Hudson, Jr., M.D. Brookline 
Plastic Surgery Bradford Cannon, M.D. Boston 
Psychiatry Robert Fleming, M.D. Boston 
Proctology E. Parker Hayden, M.D. Boston 
Radiology* Max Ritvo, M.D. Boston 
Thoracic Surgery John W. Strieder, M.D. Brookline 
Urology Edwin L. Prien, M.D. Brookline 


*Nominated by specialty society. 


3. That nothing in the foregoing shall preclude any 
organized society or any group of specialists from estab- 
lishing a fee committee to consult with and advise their 
representative on the Blue Shield Fee Committee. 


On October 16, 1955, Dr. Sweet asked the eight 
specialty societies in Massachusetts to designate their 
representatives on the Committee. At the same time 
he requested the members of the Blue Shield District 
Professional Service Committees to nominate candi- 
dates for the remaining twelve positions. As a re- 
sult of these actions the Committee shown in Table 
1 has been constituted. 
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CORRESPONDENCE 


“FAIR TRADE” 


To the Editor: In the December 22, 1955, issue of the 
Journal my attention was called to an editorial, ‘“Trustee- 
Staff Relations,” referring to a letter, “Trustees versus 
Staff,” in the same issue. The letter is provocative, for I 
am beginning to think that the caption might also read 
“Staff versus Trustees.” 

To be sure, we all like to run our own house, -— namely, 
to set our policies, —- but a hospital is an integrated insti- 
tution and the medical staff is only a part of the entire 
organization, Medical bylaws are intended to regulate the 
staff best to serve the hospital and in turn the public; too 
frequently our bylaws best serve a few dominating individ- 
uals and thereby fail in their purpose. Certainly, a board 
of trustees is able to eliminate the restraints on “fair trade” 
in the medical bylaws without actually writing them. This 
is the administrative responsibility of the trustees, and they 
would then be accomplishing their goal as well as promot- 
ing unity and harmony in the medical staff. 


E. M. Sicxe., M.D. 
Lakewood, New Jersey 


ANATOMY OF GASTRONOMY 


To the Editor: “A Rose by Any Name” may smell the 
same, but when the subject under discussion is sweetbread, 
as in the editorial in the November 10, 1955, issue of the 
Journal, it will not look or taste the same. Since this is a 
subject that has frequently been under discussion in my 
experience as a housewife as well as an M.D., I offer the 
benefit of my research on this problem. 

I once was fortunate in having an unusually well in- 
formed butcher who knew meat from the killing floor to 
the table. When not busy he permitted me to go behind 
the counter, where we spent considerable time ‘anatomiz- 
ing” various cuts. Once, after a dinner at which sweet- 
breads had been served and the discussion of their origin 
had become the chief topic of conversation, I took it up 
with my butcher friend. He did not know the organ names, 
but by description and demonstration of specimens there 
could be no doubt about the accuracy of the findings. 

Sweetbread is properly either thyroid or thymus of a 
calf, Pancreas, though sometimes sold as “stomach” sweet- 
bread, is a very inferior item. Also, glands from older 
animals have a high proportion of connective tissue. 

The thyroid is called the neck sweetbread. It lies in the 
neck on either side of the trachea with a connecting isthmus 
across the upper portion. It is large, distinctly lobulated 
and of such a characteristic shape that there should be no 
confusion concerning its identity. 

The thymus is known as the heart sweetbread. It “lies 
under the breastbone and over the heart like a fist,” to 
quote my friend. It is blocky and perhaps more like a palm 
in size and shape than a fist, except that it is thicker 
through the center. It is not as distinctly lobulated as the 
thyroid; in flavor it is as pleasant and may or may not be 
preferred by the cook, depending on the way it is to be 
served, 

If the sweetbread is to be served creamed or in salad. 
the thyroid should be used because the lobules break apart 
easily. If it is to be served whole the thymus is better 
because, being a neat block of tissue, it holds together well 
and makes an attractive serving; not being as distinctly lobu- 
lated it does not come apart as readily as the thyroid. The 
flavor is much the same, but the consistence, as appreciated 
by either handling or eating, is different. (CAUTION: do 
not serve to your gouty friends. ) 


LEONA VAN Gorper Glover, M.D. 
Cleveland Heights, Ohio 


REGARDING JOINT BLOOD COUNCIL 
To the Editor: The editorial, “Joint Blood Council,” 


which appeared in the January 19 issue of the Journal, im- 
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plies that you are not enthusiastic about the composition of 
its membership. Although I share your lack of enthusiasm, 
it is for reasons different from those stated. The editorial 
states that only two of the represented organizations in the 
“Council” — the American Red Cross and the American 
Association of Blood Banks — are in the blood-banking field. 

The American Red Cross is not in the blood-banking field 
in the strict sense of the term. It is only in the collecting 
and distributing portion of blood banking. “‘Blood banking” 
(a term that is grossly misused, because there is not even 
a remote similarity to a commercial bank), in its modern 
meaning, is a field in which blood is collected and tested 
and it or its derivatives are administered to human beings. 
The representatives who will probably know the least about 
blood banking are the medical directors of the Red Cross 
in Washington, who have neither clinical nor laboratory ex- 
perience in the modern problems of blood banking and 
transfusions. 

Representatives of the American Hospital Association are 
vitally interested because, when blood is collected and tested 
in a hospital blood bank, it costs money in terms of equip- 
ment as well as in personnel time. If the blood so collected 
and tested is then sent to another institution, financial con- 
sideration must be given to the collecting institution as well 
as the recipient. Hospital administrators must be included 
in the “Council.” 

The American Medical Association is vitally interested 
because blood banking is definitely a practice of medicine. 
Standards, ethics, improvements and safeguards are best 
made the responsibility of representatives of the American 
Medical Association. Physicians order and administer blood 
transfusions, and their representatives must be included. 

When the American Association of Blood Banks was first 
organized, only one of its officers was a physician. One 
officer never graduated from high school; another was a 
businessman, and another was a lawyer. 

I was present at the first business meeting to help set up 
a constitution for the newly formed organization. In several 
parts of this country, blood banking was already “big busi- 
ness,” and very profitable. A few other physicians (prac- 
ticing pathologists and blood-bank directors, as well as mem- 
bers of the American Society of Clinical Pathologists) were 
also present at this meeting and worked far into the night, 
trying to make this organization adhere to the best prin- 
ciples of the practice of medicine. Since they were few in 
number, every such proposal was vetoed. We retained our 
membership, however, attempting to elevate the American 
Association of Blood Banks in line with the present practice 
of American medicine. This organization has improved 
since its beginning, but it still has a long road to travel. 

The majority of hospital-blood-bank directors in this 
country are practicing pathologists. Pathologists, like all 
other physicians, dislike joining more medical organizations. 
Hence, the nonmedical blood-bank directors, salesmen for 
blood-banking equipment and businessmen in the field of 
blood banking for profit only seized the opportunity to form 
the American Association of Blood Banks. Pathologists who 
are blood-bank directors are personally involved in the 
“Blood Council’ together with their hospital blood banks. 
Members of the American Society of Clinical Pathologists 
are physicians, and most are blood-bank directors. This 
society must be represented. 

My lack of optimism, however, is based on the fact that 
the representatives of the American Association of Blood 
Banks who are not physicians and have a heavy financial 
interest in the blood-banking field vote almost unanimously 
as a block and will not give up their grip in this field with- 
out a fight. They speak of their purposes in terms of the 
highest of ideals and ethics, but return to their business for 
profit only —- so much so that many former physician mem- 
bers have resigned in disgust. The medical directors of the 
Red Cross Blood Program Headquarters show little interest 
unless they can dictate and advertise the Red Cross, and 
American blood banking stil! needs a great many things - 
but dictatorship, never. 

From the standpoint of economy, the fact that the head- 
quarters of the “Council” are centrally located in the United 
States is, of course, practical. 

The last suggestion in the editorial, however —~ “for it 
{the Council] to be effective, the member associations should 
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agree to be governed completely by its decisions and be un- 
able to withdraw without a two-thirds vote of their mem- 
bership,” —- is arbitrary and dictatorial, The progress and 
advances made by American medicine today were never 
achieved by arbitrary and dictatorial edicts from “head- 
quarters.” Blood banking has also advanced tremendously 
in this country, and what we think is best today may be 
tomorrow's worst. Example, research and experience will 
improve blood banking as they have improved medicine in 
general. Any method of compulsion will only be a giant 
step backward. 

WILLIAM FreeMan, M.D, 
Pathologist and Director of Laboratories 
Truesdale Hospital, Incorporated 

Fall River, Massachusetts 


BOOK REVIEWS 


Blutkrankheiten. By Professor Dr. Hanns Fleischhacker. 8°, 
cloth, 247 pp., with 76 partly-colored illustrations. Vienna: 
Wilhelm Maudrich, 1955, $7.50. (Distributed in America 
by Intercontinental Medical Book Corporation, New York 
City.) 

As stated in the author’s foreword, this book is an attempt 
to present to practitioners and students of medicine an ele- 
mentary clinical text emphasizing diagnostic and_thera- 
peutic methods of established value in diseases of the blood. 
These include the gamut of disorders of red cells, white 
cells, platelets and their precursors as well as coagulation 
defects. Necessarily, therefore, a book of this moderate size 
can in many places do little more than mention significant 
points, with little exposition. There is bare coverage indeed, 
where, apparently, the author considered the subject be- 
yond the scope of student or general practitioner. Thus, 
coagulation defects are covered in less than eight pages. 
However, in general, if these inherent limitations are ac- 
cepted, the survey is surprisingly complete and up to date. 
The order of presentation is logical and well subdivided by 
topic and typography. An area of hematology passed over 
too lightly in some texts, but given nearly fifteen pages here, 
is the blood picture in common infectious diseases. The 
therapy advocated is not always particularly useful -— for 
example, the recommendation of hydrochloric acid in the 
treatment of pernicious anemia or of the diamidines in 
myeloma. The author consciously risks the subjectivity of 
citing no references to the literature but does mention in the 
text the authorship of many outstanding contributions. The 
colored illustrations are not first class by modern standards, 
but there are some excellent tables. This book provides a 
practical survey of a large topic but presents no information 
that will not be found more readily in somewhat larger 
American or British texts by those who do not read German 
with facility. 


WiiuiaM B. Castie, M.D. 


Airborne Contagion and Air Hygiene: An ecological study 
of droplet infections. By William Firth Wells. 8°, cloth, 
423 pp., with 85 illustrations and 38 tables. Cambridge: 
Harvard University Press, 1955. $6.00. (Published for the 


Commonwealth Fund. ) 


This book records some of the work and the thought of 
its author in elucidating the mechanics of contagion by 
atomized droplets, droplet nuclei and particles of dust. 
These he has studied and discussed until their behavior in 
ambient indoor air, with and without varying degrees of 
ventilation, is thoroughly understood. The infectivity of 
microbic life thus brought into contact with the physio- 
logically complex passages of the respiratory tract was 
studied in laboratories, wards, classrooms and even business 
offices. Sterilization of indoor air, primarily by ultraviolet 
radiation, has been accomplished in these varying situations 
of exposure, and has been made to demonstrate its useful- 
ness under certain circumstances. Air disinfection seems to 
be peculiarly adapted to protection against droplet nuclei. 
Contagion from this source is generally associated with 
people and with conditféns of their noses and throats. Dust- 
borne infections, on the other hand, are more associated 
with places and therefore with the housekeeping standards 
by which they are maintained. Droplet infection itself is, 
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of course, a form of direct contact or an exceedingly small 
extension theory. 

This growing knowledge of airborne contagion does not 
yet (and may never) have the direct applicability to en- 
vironmental control of disease that followed the develop- 
ment of knowledge of water and sewage sanitation. It is 
recognized that other factors besides those affecting the 
viability and dispersion of micro-organisms in the air are 
involved in the patterns of airborne disease. Nevertheless, 
this book presents a most valuable collection of basic in- 
formation on the subject. 

In connection with the title it might be added that the 
hygiene of outdoor air has not been considered, nor have 
any of the airborne allergens or industrial contaminants 
that may affect the health of man. 

Dwicur O'Hara, M.D. 


Bone and Joint X-Ray Diagnosis. By Max Ritvo, M.D. 4°, 
cloth, 752 pp., with 568 illustrations. Philadelphia: Lea 
and Febiger, 1955. $20.00. 

This handsome volume, bound in a cover of particularly 
attractive blue, reflects the. considerable experience of the 
author in x-ray diagnosis and in writing books. Out of his 
experience of more than thirty years in radiology, and from 
the files of the Boston City Hospital, comes the material 
for this authoritative treatise on the x-ray manifestations of 
diseases and abnormalities of the bones, joints and soft 
tissues. Recently acquired knowledge about the clinical and 
radiologic features of many new and important entities is 
well presented and constitutes one of the very valuable fea- 
tures of the book, for much of this material is not available 
elsewhere. Unfortunately, the author has uncritically ac- 
cepted and included material that is out of date or even 
erroneous, such as Calvé’s osteochondritis of the vertebras 
or apophysitis of the heel -—— lesions that, if they exist at 
all, should not be accepted as originally presented. A num- 
ber of features, such as emphasis on early diagnosis of many 
lesions by interpretation of soft-tissue changes are indeed 
worth praise and warrant study by all radiologists. It is a 
field of x-ray interpretation that is too often neglected. All 
the material is clearly and understandably presented but 
in a staccato and verbose style. Illustrations, although 
adequate in number, are small and often poorly reproduced 
and compare most unfavorably with the excellent illustra- 
tions now available to radiologists in many of the foreign 
textbooks, The bibliography is limited, but reference is 
made to pertinent articles. 

On reviewing this book one recalls the famous quotation 
from Ecclesiastes XII and ponders upon its place among 
the plethora of volumes being produced for the remunera- 
tion of the publisher and the personal satisfaction of the 
author. If this textbook is designed primarily for the stu- 
dent, it is much too expensive, and if it is for the general 
medical reader or radiologist, equally good or better books 
on the x-ray diagnosis of bone lesions are already available. 


Epwarp B. D. Neunauser, M.D. 


Surgery of the Alimentary Tract. In 3 volumes, By Richard 
T. Shackelford, M.D. Assisted by Hammond J. Dugan, 
M.D. 4°, cloth. Vol. 1, 862 pp., with 583 illustrations; Vol. 
2, 771 pp., with 441 illustrations; Vol. 3, 940 pp., with 681 
illustrations. Philadelphia: W. B. Saunders Company, 1955. 
$60.00 per set. 


This work on abdominal surgery obviously required an 
cnormous amount of time and study on the part of the 
author. He has drawn on many sources, and his selection 
of illustrations is, on the whole, excellent. One may criticize 
him for including some of the older and now rarely used 
technics, but these will lead the student through considerable 
historical data to his advantage. 

An interesting feature is the complete index to all 3 
volumes at the end of each volume. This makes it easy, 
for those using these books for reference purposes, to know 
where to find what they are after without going through the 
index to each volume. 

Another surprise is the long chapter on the anatomy of 
the abdominal wall and incisions, which, strangely enough, 
appears at the end of the third volume. 
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The author has written a delightful preface and has dedi- 
cated his work to his great teachers of surgery at Johns 
Hopkins. He has been modest in his own attitude regarding 
his preference for procedures although he has included 
many recognized technics, extensively portrayed, which he 
obviously does not use. 

This work should be made available in all reference medi- 
cal libraries. 

ArtHur W. ALLEN, M.D. 


BOOKS RECEIVED 


The receipt of the following books is acknowledged, and 
this listing must be regarded as a sufficient return for the 
courtesy of the sender. Books that appear to be of particular 
interest will be reviewed as space permits. Additional infor- 
mation in regard to all listed books will be gladly furnished 
on request. 


Psychiatry and the Law: The proceedings of the forty-third 
annual meeting of the American Psychopathological Asso- 
ciation, held in New York City, June, 1953, Edited by Paul 
H. Hoch, M.D., New York State Psychiatric Institute and 
Columbia University College of Physicians and Surgeons; 
and Joseph Zubin, Ph.D., New York State Psychiatric Insti- 
tute, Department of Psychology, Columbia University. 8°, 
cloth, 232 pp. New York: Grune and Stratton, 1955. $5.50. 


Cardiovascular Surgery. By Gerald H. Pratt, M.D., asso- 
ciate clinical professor of surgery, New York University Col- 
lege of Medicine, attending surgeon and chief of the Vas- 
cular Clinic, Saint Vincent’s Hospital, City of New York, 
attending surgeon, St. Clare’s Hospital, City of New York, 
and consultant to the United States Navy Hospitals, 
Meadow Brook Hospital, Long Island, and All Souls Hos- 
pital, Morristown, New Jersey. 8°, cloth, 843 pp., with 358 
illustrations. 4 color plates, and 52 tables. Philadelphia: 
Lea and Febiger, 1954. $15.00. 


Hearing Therapy for Children. By Alice Streng, M.A., di- 
rector, Exceptional Division, Wisconsin State College, Mil- 
waukee; Waring J. Fitch, M.A., hearing and vision con- 
sultant, Washington State Department of Health; LeRoy 
D. Hedgecock, Ph.D., consulting audiologist, Mayo Clinic; 
James W. Phillips, M.D., otolaryngologist, consultant, Wash- 
ington State Department of Health, and lecturer, University 
of Washington; and James A. Carrell, Ph.D., director, 
Speech and Hearing Clinic, University of Washington. 8°, 
cloth, 371 pp., with illustrations and tables. New York: 
Grune and Stratton, Incorporated, 1955. $6.75. 


The Genesis and Prevention of Cancer. By W. Sampson 
Handley, M.S. Lond., F.R.C.S., senior consulting surgeon to 
the Middlesex Hospital. Second edition. 8°, cloth, 320 pp., 
with 114 illustrations. New York: Macmillan Company, 
1955. $4.00. 


The Rural Hospital: Its structure and organization. By Dr. 
R. F. Bridgman, deputy director of health of the Depart- 
ment of the Seine, France, and chief inspector of health. 
8°, paper, 162 pp., with 21 illustrations and 8 tables. 
Geneva: World Health Organization, 1955. $4.00. (No. 
21, World Health Organization Monograph Series.) 


Differential Diagnosis: The interpretation of clinical evi- 
dence. By A. McGehee Harvey, M.D., professor of medi- 
cine and head, Department of Internal Medicine, Johns 
Hopkins University School of Medicine, and physician-in- 
chief, Johns Hopkins Hospital; and James Bordley, III, 
M.D., director, Mary Imogene Bassett Hospital, Coopers- 
town, New York, clinical professor of medicine, Columbia 
University College of Physicians and Surgeons, and clinical 
professor of medicine, Albany Medical College. 8°, cloth, 
Philadelphia: W. B. Saunders Company, 1955. 
11.00. 
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Doctor and Patient. By Desmond O'Neill, M.D., M.R.C.P. 
(Lond.), D.P.M. (Eng.), physician, Department of Psy- 
chiatry, St. Mary’s Hospital, London, psychiatrist, Chelsea 
Hospital for Women, and clinical assistant, Department of 
Psychological Medicine, University College Hospital. 8°, 
197 pp. Philadelphia: J. B. Lippincott Company, 1955. 
$5.00. 


Investigations on Genetic Aspects of Carcinoma of the 
Stomach and Breast. By Charles M. Woolf. 8°, paper, 124 
pp., with 23 tables and 5 illustrations. Berkeley: University 
of California Press, 1955. $1.00. (University of California 
Publications in Public Health, Volume 2, No. 4, pp. 265- 
350, 5 figures in text.) 


Migraine and Periodic Headache: A modern approach to 
successful treatment. By Nevil Leyton, M.A. (Cantab.), 
M.R.C.S., L.R.C.P., clinical assistant, King Edward VII 
Hospital, Windsor. Second edition. 12°, cloth, 128 pp. 
London: William Heinemann Medical Books, Limited, 1954. 
$2.50. (Distributed by Charles C Thomas, Springfield, 
Illinois. ) 


Denial of Illness: Symbolic and physiological aspects. By 
Edwin A. Weinstein, M.D., associate attending neurologist, 
Mount Sinai Hospital, New York City, and consultant 
neuropsychiatrist, Army Medical Service Graduate School, 
Washington, D.C.; and Robert L. Kahn, Ph.D., research 
psychologist, Mount Sinai Hospital, New York City. 8°, 
cloth, 166 pp., with 4 illustrations and 2 tables. Springfield, 
Illinois: Charles GC Thomas, 1955. $4.75. (Publication No. 
249, American Lecture Series.) 


The Mask of Sanity: An attempt to clarify some issues about 
the so-called psychopathic personality. By Hervey Cleckley, 
M.D., professor of psychiatry and neurology, Medical Col- 
lege of Georgia, Augusta, Georgia. Third edition. 8°, 
nays 596 pp. St. Louis: The C. V. Mosby Company, 1955. 
9.50. 


Good General Practice: A report of a survey. By Stephen 
Taylor, M.D., M.R.C.P. 8°, cloth, 604 pp., with 56 illus- 
trations and 28 tables. New York: Oxford University Press, 
1954. $3.50. (Nuffield Provincial Hospitals Trust.) 


Arthritis and Rheumatism: The diseases and their treai- 
ment. By Charles LeRoy Steinberg, M.D., director of 
Arthritis Clinic and senior attending physician in medicine, 
Rochester General Hospital. With five contributors. 8°, 
cloth, 326 pp., with 124 illustrations, 10 colored plates, and 
4 tables. New York: Springer Publishing Company, In- 
corporated, 1954. $10.00. 


Quantitative Methods in Histology and Microscopic Histo- 
chemistry. By Olavi Eranké, lecturer in microscopical 
anatomy, University of Helsinki, and assistant director of 
the Department of Physiology, Institute of Occupational 
Health, Tyéterveyslaitos, Helsinki. In statistical collabora- 
tion with Jaakko Kiglberg, head of the Section of Statistics, 
Institute of Occupational Health, Tyéterveyslaitos, Helsinki. 
8°, cloth, 160 pp., with 49 illustrations. Boston: Little, 
Brown and Company, 1955. $5.50. 


Manual of Hand Injuries. By H. Minor Nichols, M.D.., 
clinical instructor in surgery, University of Oregon Medica 
School. With a foreword by Michael L. Mason, M.D. 8°, 
cloth, 352 pp., with 180 illustrations. Chicago: Year Book 
Publishers, Incorporated, 1955. $9.50. 
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A Textbook of Neurology. By H. Houston Merritt, M.D., 
professor of neurology, Columbia University College of 
Physicians and Surgeons, director of the Service of Neu- 
rology, Neurological Institute, Presbyterian Hospital, and 
consultant neurologist, Montefiore Hospital, New York City. 
8°, cloth, 746 pp., with 181 illustrations and 128 tables. 
Philadelphia: Lea and Febiger, 1955. $12.50. 


Should the Patient Know the Truth?: A response of physi- 
cians, nurses, clergymen, and lawyers. Edited by Samuel 
Standard, M.D., and Helmuth Nathan, M.D. 8°, cloth, 160 
pp. New York: Springer Publishing Company, 1955, $3.00, 


Psychopathology and Education of the Brain-Injured Child: 
Progress in theory and clinic. Vol. 2. By Alfred A. Strauss, 
president and director, Cove Schools for Brain-Injured Chil- 
dren, Racine, Wisconsin, and Evanston, Illinois; and Newell 
C. Kephart, professor of psychology, Purdue University, 
Lafayette, Indiana. In collaboration with Laura E, Lehtinen 
and Samuel Goldenberg. With drawings by Caspar Hensel- 
mann. 8°, cloth, 266 pp. New York: Grune and Stratton, 
1955. $6.00. 


Practitioners’ Conferences Heid at the New York Hospital 
—— Cornell Medical Center. Vol. 1. Edited by Claude E. 
Forkner, M.D., professor of clinical medicine, Cornell Uni- 
versity Medical College, and attending physician. New York 
Hospital. 8°, cloth, 411 pp., with 8 illustrations and 2 
tables. New York: Appleton-Century-Crofts, Incorporated, 
1955. $6.75. 


Teaching Physiology and Anatomy in Nursing: Signposts 
for science teachers. By Hessel H. Flitter, R.N., M.A., as- 
sistant professor of nursing and consultant on curriculum 
and evaluation, School of Nursing, University of Pennsyl- 
vania; and Harold R. Rowe, R.N., M.S., assistant professor 
of nursing and advisor to the Hospital Contract Program 
(Central Science Teaching Service), School of Nursing, 
University of Pennsylvania. (With special reference to the 
textbook, Physiology and Anatomy, by Esther M. Greis- 
heimer. Seventh edition. 8°, cloth, 56 pp. Philadelphia: 
J. B. Lippincott Company, 1955. $2.00. 


The Practice of Dynamic Psychiatry. By Jules H. Masser- 
man, M.D., professor of neurology and psychiatry, North- 
western University Medical School. 8°, cloth, 790 pp. 
Philadelphia: W. B. Saunders Company, 1955. $12.00. 


Neurochemistry: The chemical dynamics of brain and 
nerve. Edited by K. A. C. Elliott, M.Sc., Ph.D., Sc.D., 
neurochemist and Donner Fellow, Montreal Neurological 
Institute, and associate professor of experimental neurology 
and biochemistry, McGill University, Montreal; Irvine H. 
Page, M.D., director of research, Cleveland Clinic, Cleve- 
land, Ohio; and J. H. Quastel, D.Sc., Ph.D., A.R.CS., 
F.R.L.C., F.R.S.C., F.R.S., F.C.1.C., director, Research In- 
stitute, Montreal General Hospital, and professor of bio- 
chemistry, McGill University, Montreal. 8°, cloth, 900 pp., 
with illustrations and tables. Springfield, Illinois: Charles 
C Thomas, 1955. $19.50. 


Pathology for the Surgeon. By William Boyd, M.D. (Edin.), 
F.R.C.S. (Canada), F.R.C.P. (Lond.), M.R.C.P. (Edin.), 
F.R.S. (Canada), LL.D. (Sask.), D.Sc. (Man.), M.D. 
(Oslo), lecturer on the humanities in medicine, University 
of Toronto, and visiting professor of pathology, University 
of Alabama. Seventh edition, 4°, cloth, 737 pp., with 547 
illustrations including 10 in color. Philadelphia: W. B. 
Saunders Company, 1955. $12.50. 
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A Textbook of Medicine. Edited by Russell L. Cecil, M.D., 
Sc.D., and Robert F. Loeb, M.D., Sc.D., LL.D., Bard Pro- 
fessor of Medicine, Columbia University College of Physi- 
cians and Surgeons. Associate editors, Alexander B. Gut- 
man, M.D., Ph.D., professor of medicine, Columbia Uni- 
versity College of Physicians and Surgeons; Walsh McDer- 
mott, M.D., Livingston Farrand Professor of Public Health 
and Preventive Medicine, Cornell University Medical Col- 
lege; and Harold G. Wolff, M.D., professor of medicine 
(neurology), Cornell University Medical College. Ninth 
edition. 4°, cloth, 1786 pp., with 200 illustrations. Phila- 
delphia: W. B. Saunders Company. 1955. $15.00. 


Blood Supply and Anatomy of the Upper Abdominal Or- 
gans: With a descriptive atlas. By Nicholas A. Michels, 
M.A., D.Sc. (Louvain), professor of anatomy at the Daniel 
Baugh Institute of Anatomy, Jefferson Medical College, 
Philadelphia. 4°, cloth, 581 pp., with 172 illustrations, in- 
cluding 166 in color. Philadelphia: J. B. Lippincott Com- 
pany, 1955. $24.00 


Intestinal Obstructions: Physiological, pathological and 
clinical considerations with emphasis on therapy, including 
description of operative procedures. By Owen H. Wangen- 
steen, M.D., Ph.D., professor of surgery, University of Min- 
nesota Medical School. Third edition. 4°, cloth, 838 pp., 
with 200 illustrations and rt _— Springfield, Illinois: 
Charles C Thomas, 1955. $15 


Surgical Forum: Proceedings of the forum sessions, Fortieth 
Clinical Congress of the American College of Surgeons, At- 
lantic City, New sage November, 1954. Vol. 5. By Harris 
B. Shumacker, Jr., chairman, Committee on Forum 
on Fundamental iceleed Problems, and others. 8°, cloth, 
851 pp., with illustrations and tables. Philadelphia: W. B. 
Saunders Company, 1955. $10.00. 


Problems of Consciousness: Transactions of the Fifth Con- 
ference, March 22, 23, and 24, 1954, Princeton, New Jersey. 
Edited by Harold A. Abramson, M.D., assistant clinical pro- 
fessor of physiology, Columbia University College of Physi- 
cians and Surgeons, and associate attending physician for 
allergy, Mount Sinai Hospital, New York City. 8°, cloth, 
180 pp., with 10 illustrations. New York: Josiah Macy, Jr., 
Foundation, 1955. $3.50. (Josiah Macy, Jr., Foundation 
Publications, Conference Transactions, April, 1955.) 


NONCLINICAL NOTES 


ST. ELIZABETH’S HOSPITAL 


The Joseph Stanton Memorial Research Laboratories 
were recently opened at St. Elizabeth’s Hospital, Boston, 
with extensive facilities for experimental sar clinical re- 
search. 

The laboratories, costing $500,000, will nee anh directly 
research in the field of blood. Dr. Mario Stefanini has been 
appointed director, and Dr. Robert Spellman will supervise 
surgical research. 

There will be facilities for research for members of the 
visiting and resident staff and to medical students from 
Tufts University School of Medicine. 


EASTERN PSYCHIATRIC RESEARCH ASSOCIATION 


The officers of the Eastern Psychiatric Research Asso- 
ciation, a newly organized association of psychiatrists char- 
tered in New York State, are as follows: president, Dr. 
David Impastato, New York City; vice-president, Dr. Leo 
Alexander, Boston; and secretary-treasurer, Dr. Theodore 
R. Robie, East Orange, New Jersey. 


NOTICES 


399 


NOTICES 


ANNOUNCEMENTS 


Dr. Myron H. Matz announces the opening of his office 
for the in Pa of diseases of the skin at 51 Brattle Street, 
Harvard Square, Cambridge, Massachusetts. 


Dr. Philip Mysel announces the removal of his office to 
351 Commonwealth Avenue, Boston 15, Massachusetts. 


FORUM ON REHABILITATION 


A forum on “Rehabilitation: A comprehensive Program,” 
will be sponsored by Harvard School of Public Health in the 
Auditorium, Jimmy Fund Building, on Tuesday, March 6, 
at 4 p.m. 

Among the speakers will be Miss Mary E. Switzer, direc- 
tor of the Office of Vocational Rehabilitation, Department 
of — Education and Welfare; Dr. Hugh Leavell will 
preside 


AMERICAN COLLEGE OF ALLERGISTS 


The Graduate Instructional Course of the American Col- 
lege of Allergists will be held at the Hotel New Yorker, 
New York City, April 15-17. After the course, the Twelfth 
Annual Meeting will be held at the same hotel April 18-20. 


AMERICAN ACADEMY OF PEDIATRICS 


The spring session of the American Academy of Pedi- 
atrics will be held at the Sam Houston Coliseum, Houston, 
Texas, April 16-18. The general sessions and exhibits will 
last from Monday morning through Wednesday noon. 
Clinics will be held in Houston at the various hospitals of 
the Texas Medical Center and Baylor University College of 
Medicine and in Galveston at the University of Texas 
School of Medicine on Wednesday afternoon and Thursday, 
April 19. After the spring session there will be a special 
clinical meeting at the Hospital Infantil, Mexico City, 
Mexico, on April 21. A special tour has been arranged for 
those attending. 

Reservations for the spring session, clinical meeting and 
tours should be made in advance. Further information may 
be obtained from Dr. E. H. Christopher, Executive Secre- 
tary, American Academy of Pediatrics, 1801 Hinman 
Avenue, Evanston, Illinois. 


INTERNATIONAL ACADEMY OF PROCTOLOGY 


The eighth annual convention of the International Acad- 
emy of Proctology will be held at the Drake Hotel, Chicago, 
April 23-26. The program will consist of papers, panel, 
symposium and motion pictures covering major develop- 
ments in proctology. 

Dr. Alfred L. Solow, of Boston, will present a paper en- 
titled “Lipoma Simulating Polyp of the Descending Colon,” 
and Dr. Edward T. Whitney, also of Boston, will participate 
in a panel on the subject “Diseases of the Anus and Rec- 
tum.” 

Further information may be obtained from Dr. Alfred 
J. Cantor, Secretary, International Academy of Proctology, 
147-41 Sanford Avenue, Flushing 55, New York. 


THIRD MICROCIRCULATORY CONFERENCE AND 
AMERICAN ASSOCIATION OF ANATOMISTS 


The Third Microcirculatory Conference for Physiology 
and Pathology, which was announced in the January 19 
issue of the Journal, will be in conjunction with a meeting 
of the American Association of Anatomists. All sessions 
will be held at the Hotel Schroeder, Milwaukee, Wisconsin, 
on April 3. 
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JOSIAH MACY, JR., FOUNDATION LECTURES 


The Department of Obstetrics, Harvard Medical School, 
announces that two lectures sponsored by the Josiah Macy, 
Jr., Foundation, will be given in the auditorium of the Bos- 
ton Lying-in Hospi on Monday, March 19, at 4 p.m., 
and on Wednesday, March 21, at 4 p.m. 

Both lectures will be presented by Dr. Robert Caldeyro- 
Barcia, professor of obstetric physiology and head, Sechien 
of Obstetrical Physiology of the University of ‘Uruguay 
School of Medicine. The first lecture will be on the sub- 
ject “Normal Uterine Action in Labor Studied by the Rec- 
ord of Intra-amniotic and Intra-myometrial Pressures.”” The 
subject of the second lecture will be “Abnormal Uterine 
Action and Consequences on the Progress of Labor and 
Fetal Oxygenation.” 

All physicians and medical students are invited. 


EASTERN PSYCHIATRIC RESEARCH ASSOCIATION 


The Eastern Psychiatric Research Association will hold 
four meetings a year, including the annual meeting in Oc- 
tober, when a prize will be awarded for the best presenta- 
tion of a scientific report. 

Further information may be obtained from Dr. Theodore 
R. Robie, Secretary-Treasurer, Eastern Psychiatric Research 
Association, 676 Park Avenue, East Orange, New Jersey. 

Official transactions will be published in Diseases of the 
Nervous System. 
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